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FOREWORD 


AMEEICAN  COMMUNITIES  are  waking  up  to  the  tremendous 
social  and  economic  costs  of  disability  as  a  major  cause  of  dependency. 
As  a  means  of  solving  the  problems  of  disability  they  are  becoming  in- 
creasingly interested  in  rehabilitation  centers. 

One  of  the  Office  of  Vocational  Eehabilitation's  most  rewarding 
joint  efforts  to  develop  comprehensive  rehabilitation  services  has  been 
working  with  the  Conference  of  Rehabilitation  Centers.  This  group 
of  administrators  from  many  communities  throughout  the  country 
not  only  themselves  operate  centers  to  combat  the  effects  of  physical 
disability,  but  also  are  in  the  forefront  of  the  work  to  dramatize 
the  miracles  of  modern  rehabilitation  and  its  place  in  community 
health  and  welfare  services. 

The  need  for  information  on  how  to  organize  a  center,  and  how  to 
serve  the  community  through  it,  grows  daily.  Beginning  with  the 
Indianapolis  workshop  in  1952,  the  Office  of  Vocational  Eehabilita- 
tion  and  the  Conference  of  Rehabilitation  Centers  have  done  many 
things  together — conducted  workshops,  institutes,  and  training 
courses  for  administrators — to  try  to  make  the  best  knowledge  and 
experience  as  widely  available  as  possible.  The  latest  of  these  was 
the  Institute  on  Rehabilitation  Center  Planning  in  Chicago  in  Feb- 
ruary, 1957.  Many  colleagues  contributed  to  make  this  Institute 
a  significant  experience  in  the  expanded  program  of  vocational  re- 
habilitation. The  Proceedings  of  the  Institute  are  published  so  that 
their  informative  papers  will  partially  meet  the  need  for  informa- 
tion in  planning  the  effective  use  of  rehabilitation  centers  in  a  com- 
munity program  for  the  disabled. 

More  than  55,000  persons  received  service  in  our  centers  last  year. 
Many  more  need  this  service  to  give  a  sense  of  reality  to  the  cause  to 
which  this  Department  is  dedicated — to  make  Hope — the  Anchor  of 
Life  for  every  American,  no  matter  how  severely  disabled. 

Makt  E.  Switzer,  Director, 

Office  of  Vocational  Rehabilitation. 
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PREFACE 


THE  USEFULNESS  of  this  publication  to  its  readers  will  be  largely 
dependent  upon  their  understanding  of  its  origin  and  purpose  and 
upon  their  abilities  to  interpret  and  apply  the  philosophy,  the  prin- 
ciples and  the  experiences  which  are  presented  within  its  pages.  It 
is  perhaps  the  "latest  word"  but  not  the  "last  word"  on  the  sound 
planning  of  rehabilitation  facilities  designed  to  assist  in  answering 
the  total  needs  of  handicapped  and  disabled  men,  women  and  children 
in  their  efforts  to  achieve  rightful  stature  in  home  and  community  life. 
The  "last  word"  remains  to  be  spoken  by  the  reader  as  he  ponders, 
translates  and  expresses  in  action  what  he  finds  here. 

The  title  page  terms  the  contents  "Proceedings"  for  want  of  a  better 
name.  More  accurately,  they  are  the  papers  prepared  for  the  first 
national  Institute  on  Rehabilitation  Center  Planning.  They  were 
presented  as  lectures  in  a  5-day  training  program  by  a  distinguished 
faculty  of  rehabilitation  center  directors,  consultants,  and  authorities 
from  related  fields.  They  are  as  remarkable  for  their  variety  of  at- 
tack upon  the  problems  of  center  planning  as  for  their  uniformity  of 
basic  philosophy  and  of  profound  faith  in  the  common  cause  of  social 
progress,  which  all  are  designed  to  serve. 

Important  as  the  lectures  were  to  the  Institute,  and  as  an  addition  to 
the  meager  but  growing  literature  dealing  with  rehabilitation  centers, 
they  do  not  constitute  a  true  record  of  the  "proceedings,"  in  the  literal 
sense  of  "minutes  of  a  meeting."  This  record  will  never  be  written ; 
it  exists  in  the  minds  of  the  participants  who,  far  into  the  night,  at 
mealtimes  and  in  odd  moments  and  places,  debated  their  varying  in- 
terpretations in  the  light  of  their  own  personal  experiences  and  situa- 
tions. "Problem  clinics,"  with  panel  discussion  and  "buzz  sessions," 
were  regularly  scheduled  in  evening  hours  in  relation  to  each  of  the 
major  topics  presented  during  the  day,  usually  with  the  speaker  in 
attendance  to  elaborate  (or  perhaps  defend)  his  views.  Individual 
consultations  with  faculty  members  or  other  participants  were  formally 
or  informally  arranged  to  permit  intimate  consideration  of  specialized 
or  localized  questions  related  to  aspects  of  center  planning. 

In  short,  these  formal  papers  are  "teaching  materials"  whose  value 
lies  in  the  response  evoked  in  the  reader  (or  student)  seeking  the 
tools  for  effective  action.  The  authors,  without  exception,  have  pro- 
fessionally been  at  grips  with  critical  and  difficult  situations  and  have 
demonstrated  exceptional  skill  in  the  application  of  knowledge,  imagi- 
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nation,  and  experience.  The  conclusions  which  they  have  reached, 
far  from  being  academic,  have  been  tried  in  the  fire  of  practical  ap- 
plication. As  such  they  are  worthy  of  close  attention  and  study  as  the 
rehabilitation  center  movement  develops  guidelines  in  the  sound  plan- 
ning of  its  growth. 

The  publication  of  this  book  is  an  extension  of  the  purposes  of  the 
first  national  Institute  on  Rehabilitation  Center  Planning.  The  In- 
stitute was  conceived  by  the  Conference  of  Rehabilitation  Centers, 
Inc.,  in  response  to  ever-increasing  and  insistent  demands  for  informa- 
tion and  guidance  in  the  establishment,  operation,  expansion  and  im- 
provement of  such  centers.  The  Conference  grew  out  of  a  1952 
meeting  of  center  administrators,  sponsored  by  the  United  States  Of- 
fice of  Vocational  Rehabilitation  and  the  National  Society  for  Crippled 
Children  and  Adults,  Inc.  It  annually  conducts  a  Workshop  for  its 
member  agencies  at  which  intensive  consideration  is  given  to  problems 
of  center  management,  in  accord  with  the  primary  purpose  of  "pro- 
viding for  mutual  consultation,  study  and  the  exchange  of  ideas  and 
experience  among  .  .  .  centers."  Enlargement  of  the  Workshops  to 
accommodate  public  attendance  was  not  deemed  feasible  without 
serious  impairment  of  service  to  the  constituents  of  the  Conference. 

However,  in  consideration  of  the  further  purpose  of  "cooperat- 
ing ...  in  the  advancement  of  the  rehabilitation  of  handicapped  and 
disabled  persons"  avowed  by  the  Conference,  responsibility  was  recog- 
nized for  making  opportunity  available  to  all  persons  concerned  with 
rehabilitation  centers  for  a  workshop  type  of  training  program  to 
discuss  and  to  study  the  problems  and  potentials  of  center  organization. 
Early  in  1956,  therefore,  an  application  for  a  grant  to  "conduct  a 
training  institute  on  community  planning  and  operation  of  rehabilita- 
tion centers  and  to  prepare  appropriate  text  materials  for  use  by 
trainees"  was  filed  with  the  Office  of  Vocational  Rehabilitation  and  was 
subsequently  approved,  under  a  contractual  agreement. 

Organization  of  the  Institute  was  the  responsibility  of  the  Plan- 
ning Committee  of  the  Conference  composed  of  Kenneth  N.  Palmer, 
chairman  for  1956,  and  manager.  Liberty  Mutual  Insurance  Co.  Reha- 
bilitation Center,  Boston;  Henry  Redkey,  secretary,  who  is  Chief, 
Rehabilitation  Facilities  Branch,  Office  of  Vocational  Rehabilitation, 
Washington,  D.  C. ;  and  Willis  C.  Gorthy,  treasurer,  who  is  Director, 
Institute  for  the  Crippled  and  Disabled,  New  York  City.  Kenneth 
W.  Hamilton,  chairman  of  the  Conference  for  1957,  and  Associate 
Director,  Ohio  Rehabilitation  Center,  Columbus,  was  later  named  to 
the  Committee.  William  F.  Stearns,  1955  Chairman,  and  Executive 
Director,  Saranac  Lake  Rehabilitation  Guild,  Saranac  Lake,  N.  Y., 
was  appointed  Program  Director. 

The  Institute  on  Rehabilitation  Center  Planning  was  held  in  Chi- 
cago, February  25  to  March  1,  1957,  and  attracted  a  registration  of 
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262  individuals  from  38  States,  the  District  of  Columbia,  Puerto  Rico, 
three  Canadian  provinces,  Argentina,  Korea,  and  Indonesia.  Major 
groups  included  lay  and  professional  personnel  from  community  serv- 
ice agencies,  hospitals  and  clinics,  national  voluntary  associations, 
community  councils  and  chests,  professional  organizations,  teachers, 
students  and  research  workers.  State  Departments  of  Health,  State 
Planning  Boards,  State  Divisions  of  Vocational  Rehabilitation,  State 
agencies  for  the  blind,  and  many  doctors,  architects,  insurance  com- 
pany representatives  and  civic  leaders.  Following  the  Institute,  copies 
of  the  papers  were  requested  for  more  than  200  persons  unable  to 
attend,  including  many  from  foreign  countries. 

The  widespread  interest  in  the  development  of  rehabilitation  centers 
which  was  evidenced  in  the  Institute  on  Rehabilitation  Center  Plan- 
ning indicates  that  these  modern  institutions  have  already  had  great 
impact  upon  the  health  and  welfare  of  the  handicapped  and  disabled. 
"It  doth  not  yet  appear  what  we  shall  be."  It  is  hoped  that  this  book 
will  stimulate  and  assist  the  sound  evolution  of  the  rehabilitation 
center  as  an  instrument  for  continuing  social  progress  in  an  ever- 
changing  environment.  It  rests  with  the  reader  how  it  may  best  be 
used  to  that  end. 

William  F.  Stearns,  Program  Director, 

Institute  on  Rehabilitation  Center  Planning. 
March  1957. 
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Evolution  of  the 
Rehabilitation  Center  Concept 

hy  DEAN   W.    ROBERTS,   M.   D. 

Executive  Director^  National  Society  for  Crippled  Children 
and  Adults,  Inc.,  Chicago,  III. 

EACH  PEEIOD  in  history  may  be  characterized  by  its  attempt  to 
free  man's  creative  power.  Looking  back  upon  our  era,  the  historian 
of  the  future  may  point  to  the  nuclear  adventure  as  one  mark  of  man's 
creativity,  tinged  as  it  is  with  the  threat  of  world  destruction.  Also 
impressive  and  dramatic  are  the  efforts  of  a  dedicated  group  to  free 
a  small  segment  of  our  population — the  physically  disabled — through 
rehabilitation. 

To  the  medical  geniuses  of  the  past — Harvey,  Koch,  Pasteur,  and 
Jenner — our  generation  has  contributed  Fleming,  Freud  and  Enders, 
to  list  but  a  few.  These  men  have  helped  change  a  statistic.  In  the 
Age  of  Pericles,  man's  life  expectancy  was  25  years;  approximately 
50  years  ago  it  was  49  years ;  and  in  1957,  in  the  developed  parts  of 
the  world,  a  child  born  today  has  a  life  expectancy  of  a  little  over  YO 
years. 

Medical  advances  and  the  rise  in  the  standard  of  living  caused 
changes  not  only  in  the  life  span  but  in  the  growth  and  age  composi- 
tion of  populations.  New  developments  in  surgical  techniques,  intra- 
venous medication,  radioisotopes,  antibiotics,  and  other  components 
of  medical  practice  enable  people  to  live  longer  than  in  the  past.  The 
old  killers — pneumonia,  meningitis,  typhoid  fever,  osteomyelitis — no 
longer  take  the  toll  of  lives  they  did  as  recently  as  30  years  ago  (i). 
We  are  seeing,  however,  with  our  increased  population,  more  congen- 
ital malformations,  more  crippling  conditions  from  accidents,  more 
chronic  illness  associated  with  aging.  The  very  successes  of  medical 
science,  industrialization,  and  urbanization  have  created  problems 
which  society  has  yet  to  learn  to  handle.  We  have  introduced  new 
words,  meanings,  and  concepts  such  as  geriatrics,  conservation  of 
human  resources,  and  total  rehabilitation. 


ATTITUDES  TOWARD  THE  DISABLED 

The  rehabilitation  center  came  into  being  to  serve  the  more  severely 
disabled  of  this  growing  number  of  physically  handicapped  persons. 


In  a  sense,  the  rehabilitation  center  concept  best  exemplifies  man's 
hope  for  man.  But  society  as  a  whole  has  not  attained  this  same  level 
of  aspiration. 

What  is  the  public's  attitude  towards  the  crippled,  and  how  far 
have  we  travelled  since  primitive  man's  treatment  of  the  disabled  was 
marked  by  abandonment,  exposure,  and  destruction?  In  the  Old 
Testament,  illness  and  physical  defects  were  regarded  as  symbols  of 
sin  and  were  viewed  as  a  punishment.  The  Greeks  considered  physical 
defects  as  an  insult  to  their  ideal  of  perfection.  Early  Christian 
doctrine  regarded  disabilities  as  a  means  of  purification  and  a  way  of 
gaining  grace.  Ministering  to  the  sick  and  disabled  was,  therefore,  a 
privilege.  In  the  Middle  Ages,  physically  handicapped  persons  were 
tolerated  as  objects  of  ridicule  and  exploitation,  and  we  are  all  familiar 
with  the  hunchback  who  served  as  court  jester.  During  the  16th  and 
17th  centuries,  it  was  generally  believed  that  physically  handicapped 
and  mentally  ill  persons  were  possessed  by  evil  spirits,  and  the  ani- 
mosity towards  them  and  the  fear  they  instilled  reached  its  climax 
with  the  trials  for  witchcraft.  Traces  of  this  still  remain  among 
many  of  the  uneducated.  We  have  arrived  at  a  stage  today  when  we 
regard  disabilities  as  the  result  of  "amoral,  natural  conditions,  many 
of  which  can  be  understood  and  controlled  (2) ." 

Legally  and  morally  we  have  assumed  reponsibility  for  the  health 
and  welfare  of  handicapped  persons.  This  same  responsibility,  how- 
ever, is  not  reflected  in  our  economic,  emotional,  and  social  spheres. 
Summarizing  the  results  of  a  series  of  studies  by  Koger  Barker  on 
attitudes  towards  crippling,  the  following  conclusions  were  drawn : 

Public,  verbalized  attitudes  toward  disabled  persons  are,  on  the  average,  mildly 
favorable;  an  appreciable  minority  openly  express  negative  attitudes. 

Indirect  evidence  suggests  that  deeper  unverbalized  attitudes  are  more  fre- 
quently hostile.  .  .  . 

The  evidence  is  rather  clear  that  the  attitudes  of  parents  toward  their  disabled 
children  tend  to  be  extreme  more  often  than  toward  normal  children,  centering 
upon  the  following  patterns :  over-solicitude,  rejection,  pressing  for  accomplish- 
ments beyond  the  child's  abilities,  inconsistent  attitudes.  Over-protection  ap- 
pears to  occur  more  frequently  than  overt  rejection. 

The  speculation  has  been  advanced  that  some  favorable  attitudes  and  some 
over-solicitousness  on  the  part  of  parents  mask  deep,  inadmissible,  hostile 
attitudes. 

The  attitudes  of  disabled  persons  toward  their  own  disabilities  have  been  in- 
adequately studied.  What  evidence  there  is  suggests  that  negative  attitudes 
are  frequent  (2). 

One  of  the  greatest  obstacles  to  rehabilitation  is  the  existence  of  em- 
ployer prejudice  despite  the  educational  program  of  the  President's 
Committee  on  Employment  of  the  Physically  Handicapped  and  of 
other  groups.  We  fail  if  we  only  succeed  in  making  a  person  "em- 
ployable" for  they  must  be  "placeable"  as  well.  "Placeability"  is  de- 
pendent upon  a  series  of  factors,  one  of  the  most  important  being  the 


employer's  willingness  to  accept  a  physically  handicapped  person  (3). 

There  has  been  much  progress  in  the  last  15  years  in  selling  rehabili- 
tation as  a  concept.  The  general  public  is  quite  prepared  today  on 
the  basis  of  humanitarian  ideals  as  well  as  economics  to  support  re- 
habilitation activities  through  taxation  and  voluntary  contributions. 
The  concept  has  taken  on  less  well,  it  would  appear,  among  the  ma- 
jority of  physicians,  (^)  hospital  administrators,  public  health  per- 
sonnel, and  employers. 

One  of  the  great  needs  of  today  is  to  develop  positive  attitudes 
toward  handicapped  persons  among  all  groups.  Research  in  social 
psychology  indicates  that  beliefs  and  attitudes  can  be  modified. 


DEVELOPMENT  OF  SERVICES  FOR  THE   DISABLED 

Early  Development 

Programs  for  the  physically  handicapped  developed  in  much  the  same 
manner  as  other  health  and  welfare  services  in  the  United  States. 
Negative  attitudes  towards  persons  with  disabilities  are  never  uni- 
versal in  any  period  of  history.  Individuals  who  gradually  formed 
small  local  voluntary  groups  attempted  to  meet  specific  problems  in 
their  communities.  Paralleling  these  lay  efforts,  physicians — mainly 
in  the  beginning  orthopedic  surgeons — became  concerned  with  the 
need  for  specialized  services  for  orthopedically  handicapped  persons 
and  were  instrumental  in  advancing  the  early  private  and  public  pro- 
grams. As  these  groups  promoted  awareness  of  the  problem  and 
needs  of  physically  handicapped  persons  and  as  they  demonstrated 
that  services  for  the  crippled  were  economically,  socially,  and  medi- 
cally sound,  government  agencies  assumed  increased  responsibility  in 
providing  care  and  treatment.  Voluntary  groups  continued  their 
efforts  to  extend  and  supplement  public  services. 

Dr.  A.  R.  Shands,  Jr.,  Medical  Director  of  the  Alfred  I.  DuPont 
Institute  of  the  Nemours  Foundation,  in  a  paper  before  the  Joint  Or- 
thopedic Association  in  London  traces  the  "significant  firsts"  in  the 
orthopedic  movement.  He  stated  that  "the  history  of  the  care  of  the 
crippled  child  in  the  United  States  is,  in  reality,  the  history  of  ortho- 
pedic surgery  in  our  country."  Some  of  the  interesting  "firsts" 
discussed  are : 

The  first  public  clinic  for  the  care  of  crippled  children  established  in  1841  at 
Bellevue  Hospital,  New  York. 

The  first  orthopedic  hospital  established  in  1854  in  Brooklyn,  N.  Y. 

The  first  ward  for  crippled  children  opened  in  1862  in  Boston's  Samaritan 
Hospital. 

The  first  permanent  hospital  for  orthopedic  patients,  the  Hospital  for  the 
Ruptured  and  Crippled,  established  in  1863,  New  York  City. 


The  first  public  school  class  for  the  education  of  crippled  children  was  opened 
in  1899  in  Chicago,  111. 

The  first  national  lay  organization  concerned  with  crippled  children  estab- 
lished in  1919  in  Elyria,  Ohio — the  present  National  Society  for  Crippled  Chil- 
dren and  Adults. 

The  first  crippled  children's  hospital  operated  by  the  Shriners  opened  in  1922 
in  Shreveport,  La.  (5). 

Accompanying  the  development  of  services  within  the  framework  of 
medical  practice,  hospitals,  and  institutions,  scattered  programs  for 
the  physically  handicapped  were  organized  under  public  and  private 
auspices  in  various  settings.  There  was  no  consistency  or  coordina- 
tion of  effort.  The  number,  type,  and  quality  of  care  varied  from 
community  to  community. 

Some  of  the  milestones  in  this  early  period  were : 

The  establishment  of  "rehabilitation  centers" — the  Red  Cross  Institute  for  the 
Disabled,  now  called  the  Institute  for  the  Crippled  and  Disabled  (1917)  ;  the 
Cleveland  Rehabilitation  Center  whose  initial  program  dates  back  to  1889 ;  and 
the  Curative  Workshop  of  Milwaukee  (1919). 

The  Federal  veteran  and  civilian  programs  set  up  following  World  War  I  to 
provide  vocational  training  and  prosthetic  appliances. 

The  enactment  of  Workmen's  Compensation  laws  beginning  in  the  early  1900's 
to  provide  financial  and  medical  care  benefits. 

The  passage  of  the  Social  Security  Law  in  1935,  initiating  a  program  of 
diagnosis  and  treatment  for  crippled  children. 

As  treatment  programs  were  established  there  was  a  tendency  for 
persons  hitherto  unknown  to  health  and  welfare  organizations  to 
request  assistance. 

Dr.  Winthrop  Phelps,  one  of  the  foremost  authorities  and  pioneers 
in  the  field  of  cerebral  palsy,  recently  cited  a  dramatic  illustration  of 
how  the  introduction  of  services  for  one  type  of  disability  resulted  in 
stimulation  of  interest  in  other  types  of  handicapping  conditions. 
Following  the  first  poliomyelitis  epidemic  in  the  United  States  in 
1912,  orthopedic  clinics  were  established  to  treat  postpolio  cases. 
Parents,  however,  brought  children  with  all  types  of  handicapping 
conditions  to  these  clinics  when  they  learned  that  something  was  being 
done  for  the  polio  cases.  It  was  in  this  setting  that  Dr.  Phelps  came 
upon  many  cerebral  palsied  cases,  and  it  was  the  beginning  of  his  life- 
long interest  in  cerebral  palsy.  We  see  this  story  repeated  today 
whenever  treatment  centers  or  rehabilitation  centers  are  opened. 
Handicapped  persons  previously  unknown  to  agencies  request  serv- 
ices. The  expression  of  need  is  not  only  the  function  of  the  prevalence 
of  disability  but  also  of  the  presence  of  treatment  facilities. 

Recent  Developments 

The  last  two  decades  saw  increased  expenditures  by  Federal  and  State 
government  in  the  health  and  welfare  fields  and  rapid  expansion  of 
the  voluntary  health  movement. 
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VOLUNTARY  AND  OTHER  NON-PROFIT  PROGRAMS 

In  1938  when  the  National  Foundation  for  Infantile  Paralysis  was 
founded,  the  only  other  national  voluntary  health  agency  concerned 
with  the  crippled  was  the  National  Society  for  Crippled  Children  and 
Adults.  Since  1938  we  have  witnessed  the  establishment  of  other 
national  health  organizations,  each  concerned  with  a  specific  disease 
entity.  Among  these  are:  United  Cerebral  Palsy,  Muscular  Dys- 
trophy Association  of  America,  National  Society  for  Muscular 
Sclerosis,  Arthritis  and  Kheumatism  Foundation,  and  the  National 
Paraplegia  Foundation  (6).  All  are  supported  by  voluntary  con- 
tributions. In  1956  funds  raised  by  each  of  these  groups  varied, 
ranging  from  several  hundred  thousand  dollars  to  $52  million.  In 
general,  their  program  emphasis  is  on  research  and  education  of  the 
public. 

Civic  organizations,  fraternal  groups,  altruistic  groups,  labor  groups 
and  private  foundations  have  all  made  contributions  through  vol- 
unteer service  and  financial  support.  Medical  schools,  hospitals,  uni- 
versities, and  insurance  companies  such  as  Liberty  Mutual  have  like- 
wise contributed  to  the  development  of  treatment  facilities,  research, 
and  training  programs. 

During  this  period  we  have  also  seen  the  development  of  medical 
and  other  professional  specialty  groups  including  the  American 
Academy  of  Orthopaedic  Surgeons,  the  American  Congress  of  Physi- 
cal Medicine  and  Kehabilitation,  and  the  American  Academy  for 
Cerebral  Palsy. 

Professional  organizations,  some  dating  back  to  the  1890's,  were 
formed  for  nurses,  occupational  therapists,  physical  therapists,  speech 
therapists,  psychologists,  social  workers,  and  vocational  counselors. 
One  of  the  most  recent  professional  organizations  established  is  the 
one  under  whose  auspices  we  are  meeting  here,  the  Conference  of  Re- 
habilitation Centers.  These  groups  have  played  a  key  role  in  develop- 
ing standards  of  patient  care  and  treatment  and  in  the  training  of 
personnel. 


EFFECT  OF  WORLD  WAR   II 

World  War  II  provided  a  tremendous  impetus  to  the  rehabilitation 
movement.  Under  the  leadership  of  Dr.  Howard  A.  Rusk  and  Dr. 
Henry  H.  Kessler,  programs  of  physical  medicine  and  rehabilitation 
were  developed  in  the  hospitals  of  the  military  establishments  for 
severely  injured  members  of  the  armed  forces.  "These  programs 
demonstrated  that  excellent  results  can  be  achieved  through  compre- 
hensive individualized  services.    One  of  the  chief  contributions  made 


by  the  field  of  physical  medicine  and  rehabilitation  has  been  the  dem- 
onstration that  few  men  are  so  disabled  that  they  cannot  learn  to  use 
their  remaining  capacities  in  some  kind  of  work  (7)." 

In  1943  the  Bariich  Committee  on  Physical  Medicine  was  established 
for  the  advancement  of  the  science  of  physical  medicine.  In  1945  a 
Subcommittee  on  Civilian  Rehabilitation  Centers  ^  was  appointed  to 
develop  a  plan  to  utilize  the  wartime  experiences  in  rehabilitation 
for  the  benefit  of  civilians.  Tlie  Subcommittee's  "Eeport  on  a  Com- 
munity Eehabilitation  Service  and  Center"  is  considered  one  of  the 
milestones  in  the  rehabilitation  center  movement  (8) . 

In  1953  a  survey  was  made  of  rehabilitation  centers  in  the  United 
States.  Of  the  39  centers  surveyed,  28  had  been  up  between  1940  and 
1953.  They  ranged  from  comprehensive  inpatient  rehabilitation 
centers  affiliated  with  medical  schools  to  small  treatment  centers  serv- 
ing outpatients  (9),  Some  were  vocationally  oriented,  others  medi- 
cally oriented.  Few  could  be  classified  as  comprehensive  if  the  defini- 
tion set  forth  in  the  Medical  Facilities  Survey  and  Construction  Act 
of  1954  were  applied  to  them. 

The  1954  amendments  to  the  Vocational  Eehabilitation  Act  and 
to  the  Hospital  Construction  Act  stenuning  from  the  postwar  interest 
in  rehabilitation  have  already  resulted  in  expansion  of  services  and 
facilities. 


PUBLIC   PROGRAM 

Federally  aided  programs  for  the  physical  handicapped  constitute  a 
major  segment  of  the  rehabilitation  movement.  There  are  various 
types  of  legislation  relating  to  physically  handicapped  persons ;  public 
health  service  legislation  affecting  grants  for  research  and  for  the 
construction  of  research  facilities,  the  amendments  to  the  Vocational 
Eehabilitation  Act,  in  1954  and  the  Social  Security  Act.  I  can  only 
briefly  indicate  the  scope  of  certain  federal  and  state  programs  which 
fall  within  the  jurisdiction  of  the  United  States  Department  of 
Health,  Education,  and  Welfare : 

United  States  Public  Health  Service 

For  the  current  fiscal  year  the  National  Institutes  of  Health  received 
an  appropriation  of  more  than  $180  million.     Of  this  amount  over 


'  Members  of  the  subcommittee  were  :  Howard  A.  Rusk,   Chairman,  George  G.  Deaver, 
Lawrence  J.   Linck,    Carl   M.   Peterson,   Michael  J.    Shortley,   and  Alfred  R.   Shands,   Jr. 


$181^  million  ^vas  for  the  Xational  Institute  of  Xeurological  Diseases 
and  Blindness  for  research  projects  and  training  grants. 

During  the  past  year  new  legislation  provided  for  Federal  grants 
to  help  build  research  facilities  and  to  conduct  a  continuing  annual 
federal  survey  of  the  extent  and  nature  of  illness  and  disability. 

More  than  200  federally  aided  rehabilitation  centers,  chronic  di- 
sease hospitals,  and  diagnostic  and  treatment  centers  and  nursing 
homes  were  approved  for  construction  mider  the  Medical  Facilities 
Survey  and  Construction  Act.  The  1956  appropriation  for  these  four 
categories  was  $21  million.  The  proposed  budget  for  the  1957  fiscal 
year  is  $30  million. 

Office  of  Vocational  Rehabilitation 

Last  year  over  66,000  handicapped  persons  were  rehabilitated  into 
productive  employment,  8,000  more  than  in  1955. 

The  Federal  Office  of  Vocational  Rehabilitation  made  more  than 
S2%  million  available  to  154  educational  institutions  and  to  9,000 
students  for  traineeships. 

$1^2  million  was  approved  for  104  projects  in  46  States  for  partial 
support  of  special  research  projects.  One  himdred  programs  in  42, 
States  also  received  funds  for  expansion  of  rehabilitation  services. 

Social  Security  Administration 

The  Crippled  Children's  Services  cared  for  an  estimated  285,000 
children  in  1955  at  a  combined  Federal,  State,  and  local  expenditure 
of  almost  $40  million. 

iSTew  legislation  effective  July  1  will  provide  for  increased  Federal 
funds  for  medical  care  of  those  receiving  public  assistance. 

Over  $165  million  was  expended  in  the  fiscal  year  of  1956  under 
the  Federal-State  program  of  Aid  to  the  Permanently  and  Totally 
Disabled. 

The  new  amendments  to  the  Old  Age  and  Survivors  Insurance 
system  now  provide  benefits  at  age  50  to  wage  earners  who  become 
totally  disabled  and  for  benefits  to  a  new  gi^oup  of  dependents — dis- 
abled children  over  18. 

Despite  the  extent  of  public  progi-ams,  there  are  and  will  continue 
to  be  large  numbers  of  disabled  persons  who  require  or  desire  as- 
sistance through  voluntary  progi'ams.  Voluntary  and  government 
agencies  welcome  the  partnership  formed  by  all  groups  interested  in 
helping  achieve  the  goal  of  service  to  all  physically  handicapped  per- 
sons who  require  aid. 
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COORDINATION   OF  EFFORTS  OF  PUBLIC  AND  VOLUNTARY  HEALTH 
AGENCIES 

We  cannot  help  but  be  impressed  with  the  substantial  contributions 
to  rehabilitation  that  both  voluntary  and  public  agencies  have  made 
through  their  expansion  of  services  and  facilities,  their  research  pro- 
grams, and  their  professional  training  efforts.  The  multiplicity  of 
organizations,  however,  has  created  obstacles  to  progress  and  fre- 
quently confusion  in  the  mind  of  the  public. 

It  has  been  wisely  said  that  rehabilitation  is  everyone's  problem. 
Unfortunate!}^,  by  the  same  token  it  is  no  one's  clearly  defined  re- 
sponsibility. We  are  aware  of  the  need  for  a  working  partnership 
not  only  between  voluntary  and  Government  organizations  but  also 
among  the  many  voluntary  health  agencies.  The  "team  concept" 
must  be  applied  not  only  to  professional  persons  working  with  patients 
but  to  agencies  as  well. 

The  rehabilitation  center,  irrespective  of  who  operates  it,  should  be 
community  oriented  rather  than  agency  oriented.  Rehabilitation 
centers  are  not  built  to  raise  the  stature  of  organizations.  They  are 
planned,  constructed,  and  operated  to  serve  the  crippled  and  disabled. 
To  do  this  properly  each  organization  must  be  able,  willing,  and  de- 
sirous of  sitting  down  with  representatives  of  a  wide  variety  of  com- 
munity agencies  for  joint  planning  {12)  and  be  willing  to  engage  in 
joint  financial  support  and  joint  voluntary  and  Government  effort, 
if  necessary. 

Joint  planning  may  indicate  that  comprehensive  services  need  not 
be  located  in  a  single  facility.  In  certain  situations,  this  may  be 
neither  necessary  nor  feasible  from  the  point  of  view  of  case  load, 
finances,  personnel,  and  existing  rehabilitation  services.  But  what- 
ever decision  is  arrived  at,  the  services  decided  upon  must  be  made 
available  to  all  who  require  them,  and  the  administrative  obstacles  to 
their  use  must  be  removed  through  skillful  community  organization. 
Only  by  joint  planning  can  the  community  make  progress  in  prevent- 
mg  unwise  and  unnecessary  duplication  or  gaps  in  service. 

Once  established,  the  rehabilitation  service  or  center  must  maintain 
close  working  relationships  with  other  voluntary  health  and  welfare 
agencies,  hospitals,  civic  groups,  medical  and  other  professional 
groups,  and  Government  agencies  for  the  purpose  of  promoting  a  co- 
ordinated program  and  to  familiarize  these  groups  with  the  program 
being  offered. 

Dr.  Leonard  Mayo  recently  stated  that  "there  are  a  number  of  en- 
couraging signs  in  the  rehabilitation  process,  in  relations  among  pro- 
fessions and  agencies,  and  in  research  that  give  some  assurance  that 
we  are  aware  of  the  dangers  inherent  in  an  age  of  rapid  expansion. 
There  are  now  in  operation  a  number  of  different  administrative  ar- 


rangements,  and  a  variety  of  auspices  and  affiliations  for  rehabilitation 
services  in  local  communities.  Experimentation  of  this  kind  should 
continue,  and  an  analysis  of  each  type  undertaken  to  determine  to 
what  extent  it  provides  for  effective  coordination,  full  use  of  com- 
munity resources,  and  a  true  synthesis  of  the  contributions  of  each 
discipline.  A  flexible  attitude  should  be  maintained  as  to  what  forms 
of  administrative  structure  are  'best'  until  far  more  experience  is  avail- 
able than  at  present  {13) ." 


REHABILITATION  AND   REHABILITATION   CENTERS  AS  AN   EVOLVING 
CONCEPT 

The  rehabilitation  concept  is  new  in  the  sense  that  it  has  been  ex- 
panded, revitalized,  and  aggressively  promoted  in  the  light  of  our 
greater  awareness  of  the  needs  of  patients  and  our  increased  medical 
and  other  scientific  knowledge.  Dr.  Shands  points  out  that  in  the 
past  "*  *  *  the  old  family  doctor  knew  and  practiced  total  rehabilita- 
tion in  his  daily  work.  He  had  every  interest  of  his  patient  at  heart ; 
he  was  called  on  for  advice  by  the  patient  and  the  family  for  things 
other  than  curing  the  physical  ills.  He  was  a  psychologist,  a  voca- 
tional counselor,  a  father  confessor ;  and  everything  else  to  the  patient 
which  would  be  necessary  for  restoration  to  normal  living  (^) ." 

Changes  in  our  culture  resulting  from  industralization,  progress 
in  the  medical  sciences  and  the  development  of  specialization  limited 
the  possibilities  of  this  closely  knit  doctor-patient  relationship.  How- 
ever, the  concept  of  rehabilitation  was  never  completely  obliterated  in 
medical  practice  and  was  gradually  extended  with  the  development  of 
the  vocational  programs  referred  to  previously. 

Three  major  tributaries  flow  into  the  present  day  concept  of 
rehabilitation:  advances  in  the  science  of  physical  medicine  during 
the  post-war  period;  treatment  centers  offering  services  in  the  areas 
of  physical  therapy,  occupational  therapy,  and  speech  therapy,  etc. ; 
and  sheltered  workshops,  homebound  employment  programs,  and 
vocational  training  projects.  In  addition  it  is  influenced  by  the 
broad  current  of  interest  in  the  emotional  and  motivational  aspects  of 
human  behavior  stemming  from  the  fields  of  psychiatry  and 
psychology. 


DEFINITIONS  OF  "REHABILITATION"  SOMETIMES  CONFUSING 

The  literature  defines  rehabilitation  as  restoration,  as  a  philosophy, 
as  a  process,  as  comprehensive  services,  as  "the  third  phase  of  medi- 
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cine,"  as  a  state  of  well-being,  as  a  community  problem,  etc.  Rehabili- 
tation is  discussed  in  terms  of  clients,  patients,  physically  handicapped 
persons,  disabled  persons,  and  persons  with  a  handicap  {H).  There  is 
much  discussion  in  the  field  on  the  distinction  between  a  disability  and 
a  handicap,  and  between  the  so-called  normal  persons  with  emotional, 
mental,  and  social  handicaps  and  the  nonhandicapped  person  with  a 
physical  disability.  The  varied  definitions  of  rehabilitation  are,  at 
this  time,  merely  a  matter  of  semantics ;  but  they  are  indicative  also  of 
differences  of  points  of  view  which  affect  the  pattern  of  administra- 
tion and  practice.  They  are  evidence  of  the  transitional  state  in 
which  the  rehabilitation  movement  finds  itself  today. 

Among  the  definitions  most  commonly  propounded  are  the  voca- 
tionally oriented  and  the  medically  oriented.  The  vocationally 
oriented  definition  stresses  the  objective  of  remunerative  employment, 
frequently  excluding  services  to  handicapped  persons  with  only 
limited  or  no  vocational  potential. 

The  medically  oriented  definition  of  rehabilitation  sometimes  has 
been  used  in  so  inclusive  a  fashion  as  to  embrace  virtually  all  of  medi- 
cine. To  do  so  is  to  weaken  the  term.  While  it  is  true  that  rehabili- 
tation is  the  objective  for  the  person  with  hernia,  cataract,  pneumonia, 
hemorrhoids,  or  cystocele,  the  treatment  of  such  conditions  ordinarily 
is  sufficiently  specific  and  the  residual  disability  so  slight  that  there  is 
no  need  to  bring  the  specific  techniques  of  rehabilitation  to  bear.  It 
is  rather  for  the  obstinate  disability  that  yields  only  in  part  to  therapy 
that  the  multidisciplinary  approach  of  rehabilitation  is  needed. 

I  should  like  to  offer  a  broad  definition  of  rehabilitation  in  terms  of 
its  philosophy.  Rehabilitation  embodies  the  democratic  ideals  that 
each  individual  is  unique,  that  each  person  has  the  right  to  participate 
in  all  aspects  of  life,  and  that  each  member  of  the  community  should 
contribute  to  society  to  the  fullest  extent  of  which  he  is  capable.  It  is 
concerned  with  the  physically  disabled  person  as  a  human  being  who 
requires  specialized  help  to  realize  his  physical,  social,  emotional,  and 
vocational  potentials.  It  presupposes  an  ideal  goal — full  develop- 
ment and  utilization  of  abilities  and  maximum  reduction  of  the  effects 
of  disabilities. 

In  practice,  we  realize  that  there  are  many  types  of  goals  and  that 
they  differ  for  each  individual.  Limited  goals  may  exist  in  one  or 
more  of  the  four  areas — the  psychological,  the  physical,  the  social,  and 
the  vocational.  Among  these  goals  are:  mastering  the  activities  of 
daily  living;  personal  satisfaction;  self -care;  acceptance  of  one's 
abilities  and  disabilities;  satisfactory  social  life;  and  such  economic 
goals  as  homebound  employment,  sheltered  workshops,  and  competi- 
tive employment.  The  specific  goal  for  an  individual  must  take  into 
consideration  the  extent  of  which  the  handicap  can  be  removed  by 
medical  treatment  and  by  use  of  special  equipment,  residual  abilities, 
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intellectual  capacity,  and  emotional  adjustment.  The  appropriate 
goal  for  one  patient  may  be  self-care  and  improved  personal  satisfac- 
tion; for  another  it  may  be  full  physical,  social,  and  economic  self- 
sufficiency. 

Dr.  Howard  A.  Rusk  stresses  the  importance  of  activities  of  daily 
living  as  a  specific  goal  in  the  rehabilitation  of  severely  handicapped 
persons.  "The  physically  handicapped  person  must  be  retrained  to 
walk  and  to  travel,  to  care  for  his  daily  needs,  to  use  normal  methods 
of  transportation,  to  use  ordinary  toilet  facilities,  to  apply  and  remove 
his  own  prosthetic  appliances,  and  to  communicate  either  orally  or  in 
writing.     Too  frequently,  these  basic  skills  are  overlooked  {15) ." 


GUIDING  PRINCIPLES  IN  REHABILITATION  CENTER  PLANNING 

The  philosophy  and  goals  of  rehabilitation  provide  us  with  two  basic 
principles — individualization  of  the  patient  and  treatment  of  the 
whole  person.  In  order  to  implement  these  principles,  we  require 
comprehensive  and  integrated  services,  a  multidisciplinary  approach, 
patient-centered  programs,  and  long-range  planning.  The  rehabili- 
tation center  is  a  means  for  organizing  and  channelling  these  princi- 
ples in  the  treatment  of  severely  handicapped  persons.  I  should  like 
to  briefly  discuss  each  of  these : 

Individualization 

The  essence  of  individualization  is  the  development  of  a  rehabilitation 
plan  which  is  specific  to  a  patient's  needs.  The  plan  may  vary  from 
individual  to  individual  and  from  time  to  time  for  any  one  person. 
Programs  must  be  flexible  and  avoid  a  mechanical  approach  which 
classifies  patients  solely  in  terms  of  their  disabilities.  As  pointed  out 
in  the  Proceedings  of  the  Second  Institute  on  Rehabilitation  Centers, 
the  patient  feels  "that  he  is  a  person  with  a  unique  problem.  The  fact 
that  the  patient  suffers  from  a  particular  disability  does  not  mean 
that  he  necessarily  resembles  other  patients  having  the  same  disability. 
It  does  not  matter  how  many  patients  in  the  center  have  polio.  Each 
patient  feels  that  his  case  is  different  and  expects  individualized 
help  (7^)." 

The  Whole  Man 

Central  to  our  thought  in  rehabilitation  is  the  acceptance  of  the  unitary 
nature  of  man.  This  concept,  borrowed  from  psychology  and  psychi- 
atry, stresses  the  importance  of  the  psychosomatic  approach  to  treat- 
ment of  disability.     We  realize  that  human  beings  have  emotion, 
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beliefs,  and  attitncles  which  influence  the  care  and  treatment  of  their 
disabilities  and  which,  in  certain  instances,  may  lead  the  patient  to 
avoid  treatment.  Drs.  Ian  Alger  and  Howard  A.  Rusk,  in  discussing 
the  rejection  of  help,  emphasize  the  importance  of  motivation  or  lack 
of  motivation  in  the  patient  and  the  problem  encountered  when  the 
patient  rejects  help  and  tries  to  sabotage  the  rehabilitation  program 
{17). 

We  treat  a  person  with  a  problem,  not  a  problem  attached  to  a  person. 
We  cannot  treat  a  disability  as  an  isolated  entity.  Frederick  A.  White- 
house  states  that  "no  treatment  is  solely  medical,  social,  psychological, 
vocational,  or  economic ;  but  all  these  aspects  assume  a  major  or  minor 
role  depending  upon  the  circumstances  and  nature  of  the  client's 
needs  {18) ." 

Comprehensive  and  Integrated  Services 

Through  comprehensive  and  integrated  services,  the  center  attempts 
to  meet  the  disabled  person's  needs  in  terms  of  his  physical  restoration, 
emotional  problems,  social  adjustment,  and  his  requirements  for  voca- 
tional activity.  This  involves  the  provision  of  a  wide  variety  of 
services. 

There  is  a  tremendous  variation  in  the  degree  of  complexity  of  the 
individual  case  requiring  rehabilitation.  The  great  majority  of  cases 
can  be  rehabilitated  through  the  services  of  their  physician  with  some 
assistance  from  the  hospital  and  perhaps  a  visiting  nurse.  For  the 
simple  case  only  a  few  services  may  be  needed  such  as  physical  therapy 
or  speech  therapy  though  there  are  those  with  more  severe  disabilities 
where  it  is  impractical  or  impossible  to  rehabilitate  through  individual 
use  of  isolated  services  by  sending  the  patient  here,  there,  and  yonder 
for  the  different  services  that  are  necessary.  It  is  for  the  severely 
handicapped  that  comprehensive  and  integrated  services  of  a  rehabili- 
tation center  are  most  essential  {1) . 

Multidisclplinary  Approach 

Many  different  types  of  specialists  participate  in  the  four  broad 
areas  of  service  provided  by  rehabilitation  centers.  The  team  approach 
is  the  accepted  method  of  collaboration  between  disciplines.  It  serves 
as  a  means  of  communication  and  provides  a  unified  basis  for  viewing 
patients.  Each  member  of  the  team  plays  his  part  in  implementing 
this  approach  by  contributing  his  respective  skills,  by' understanding 
the  specialized  knowledge  of  his  teammates,  and  by  adjusting  his  treat- 
ment emphasis  to  the  integrated  treatment  process.  In  a  team  which 
synthesizes  various  viewpoints  it  is  possible  to  achieve  better  evalua- 
tion, planning,  and  programming  for  the  patient.    The  team  can  see 
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the  patient  as  a  whole  person,  in  contrast  to  the  segmented  viewpoint 
of  a  single  discipline. 

Patient-Centered  Approach 

The  patient-centered  approach  is  axiomatic  in  rehabilitation  center 
operations.  It  conceives  of  the  patient  as  a  member  of  and  central  to 
the  rehabilitation  team.  It  implies  a  flexible  approach  which  adapts 
service  to  the  disabled  person  as  contrasted  with  fitting  all  patients 
into  a  single  regimen.  Above  all,  it  focuses  attention  upon  the  point 
of  view  and  attitudes  of  rehabilitation  personnel.  Their  positive  at- 
titudes and  warmth  provide  a  bridge  which  permits  the  patient  to 
move  toward  his  rehabilitation  goal.  The  patient-centered  approach 
is  the  center  of  the  web,  tying  together  rehabilitation  services  and 
patient  motivation. 

Long   Range   Planning  for  the   Patient 

Long  range  planning  operates  as  a  time-binding  mechanism  which  en- 
ables us  to  think  in  terms  of  future  patient  goals  as  well  as  immediate 
objectives.  Whereas  the  principle  of  comprehensive  services  points  to 
horizontal  integration  of  a  variety  of  disciplines  at  a  given  time, 
the  principle  of  long  range  planning  stresses  integration  of  present 
and  proposed  services.  The  objective  of  long  range  planning  is  to 
achieve  maximum  adjustment  of  the  disabled  person  in  all  life  areas 
when  formal  rehabilitation  processes  are  ended.  The  principle  pre- 
supposes that  rehabilitation  as  a  patient  activity  will  continue  after 
discharge  from  the  center  and  that  the  center  will  generate  sufficient 
motivation  in  the  disabled  person  to  insure  that  he  will  follow  through 
and  assume  personal  responsibility  for  continued  growth. 


REHABILITATION   CENTER'S   RELATIONSHIP   TO   THE    REHABILITATION 
MOVEMENT 

The  rehabilitation  center  is  a  natural  consequence  of  the  rehabilitation 
movement  and  may  eventually  become  the  keystone  of  services  in  the 
community.  Whatever  its  location,  whether  as  part  of  a  hospital  set- 
ting or  as  an  independent  facility,  the  center  implements  the  transition 
from  dependency  to  independence,  from  hospitalization  or  institu- 
tionalization to  community  living. 

The  center  must  maintain  close  liaison  with  other  community  agen- 
cies providing  rehabilitation  services.  It  should  function  as  a  focal 
point  for  evaluating  the  needs  of  physically  handicapped  persons  and 
for  referring  them  to  appropriate  services  in  the  community. 
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The  center  has  a  definite  responsibility  for  furthering  the  develop- 
ment of  rehabilitation  in  general.  Certain  basic  services  such  as 
physical  threapy,  speech  therapy,  homebound  employment  must  be 
provided  at  the  local  community  level.  The  rehabilitation  center  is 
not  always  the  means  for  providing  every  service  nor  do  all  patients 
require  the  extensive  program  it  offers. 

The  rehabilitation  center  can  contribute  to  the  rehabilitation  move- 
ment through  applied  research  concerned  with  evaluation  of  basic 
techniques,  treatment  results,  practices,  and  studies  in  the  social  and 
psychological  aspects  of  disability.  It  can  also  serve  as  a  medium  for 
inservice  training  of  rehabilitation  personnel. 

Further  need  for  the  establishment  of  rehabilitation  services  is 
evident.  On  the  basis  of  a  preliminary  report  of  the  extensive  "Study 
of  the  Handicapped"  being  conducted  in  Kansas  City,  it  now  appears 
that  there  are  approximately  2,230,000  physically  handicapped  adults 
who  are  feasible  for  rehabilitation  to  the  point  of  remunerative  em- 
ployment. This  figure  does  not  include  children,  nor  adults  capable  of 
benefiting  from  rehabilitation  to  the  point  of  self-care.  At  present 
there  are  not  sufficient  services  and  facilities  to  deal  with  the  current 
estimated  number  capable  of  vocational  rehabilitation.  An  addi- 
tional factor  to  be  taken  into  consideration  is  the  estimate  that  250,000 
persons  each  year  become  sufficiently  disabled  to  require  rehabilitation 
services  in  order  to  become  employable. 

Facilities  for  the  disabled  group  whose  greatest  rehabilitation  po- 
tential is  self -care  are  nonexistent  in  most  areas  of  the  country.  There 
are  encouraging  signs  in  contemplated  Federal  legislation  that  this 
group  will  receive  more  attention  in  the  future. 

The  extent  to  which  rehabilitation  centers  are  needed  is  dependent 
upon  many  factors,  one  of  which  is  the  natural  increase  in  total  popu- 
lation, estimated  by  the  Bureau  of  Census  at  29  percent  from  1950  to 
1970.  It  has  been  computed  that  one-fourth  of  the  increase  in  the 
number  of  persons  disabled  is  due  to  aging  and  three-fourths  to  total 
population  growth. 

The  increasing  number  of  disabled  persons  in  our  population  is  at 
times  viewed  with  despair.  There  are  some  who  would  seek  an  answer 
through  the  construction  of  large  custodial  facilities  where  the  dis- 
abled could,  perhaps,  be  made  physically  comfortable.  Our  approach 
to  this  problem  is  as  different  in  philosophy  as  it  is  in  method.  The 
challenge  is  so  to  organize  and  apply  our  technical  knowledge  that  the 
need  for  custodial  facilities  will  be  held  to  a  minimum  and  that  great 
numbers  of  persons  with  severe  physical  disablements  can  be  returned 
to  productive  and  satisfying  living  in  the  community.  The  further 
development  of  rehabilitation  centers  and  the  sharpening  of  their  skills 
are  central  to  the  success  of  this  effort. 
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KJmowing  the  size  of  the  problem,  the  difficult  questions  to  be  an- 
swered, and  the  obstacles  to  be  overcome,  in  closing,  I  would  like  to 
quote  from  the  editorial  by  Norman  Cousins,  "Think  of  a  Man :" 

"If  our  purposes  are  frail,  if  the  value  we  attach  to  the  idea  of  progress  is  small, 
if  our  concern  for  the  next  generation  is  uninspiring,  then  we  can  bow  low  before 
the  difficulty,  stay  as  we  are,  and  accept  the  consequences  of  drift.  But  if  we 
have  some  feeling  for  the  gift  of  life  and  the  uniqueness  of  life,  if  we  have 
confidence  in  freedom,  growth,  and  the  miracle  of  vital  change,  then  difficulty 
loses  its  power  to  intimidate  {19)." 
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International  Aspects  of  the 
Rehabilitation  Center  Movement 

l)y  HOWARD  A,  RUSK,  M.  D. 

President^  International  Society  for  the  Welfare  of  C  riffles; 
Associate  Editor^  The  New  York  Times;  Director,  Institute 
of  Physical  Medicine  and  Rehabilitation,  New  Yorh  Uni- 
versity-Bellevue  Medical  Center,  Neio  York,  N.  Y. 

OUR  INDEPENDENT  WORLD 

One  of  the  distinguishing  features  of  international  relations  in  the  past 
few  decades  is  our  growing  recognition  throughout  the  world  that  the 
security  and  welfare  of  one  part  of  the  world  is  dependent  upon  the 
security  and  welfare  of  each  other  part  of  the  world. 

Some  of  this  recognition  has  been  forced  upon  us  by  the  technolog- 
ical advances  of  the  20th  Century  which  have  created  a  shrinking 
world  in  terms  of  communications,  transportation,  trade,  and  the 
devastating  effects  of  modern  weapons  of  warfare.  Mankind  through 
the  ages  has  been  forced,  for  practical  purposes,  to  develop  social  con- 
cepts to  fit  the  realities  of  his  changing  environment. 

I,  for  one,  and  I  am  sure  this  concept  is  shared  by  the  great  majority 
of  people  throughout  the  world,  regardless  of  their  race,  religions, 
nationalities  or  professions,  believe  this  growing  recognition  of  mutual 
dependence  has  not  resulted  from  practical  necessity  alone,  but  that 
it  also  represents  our  ability  as  our  society  matures  to  give  fuller  ex- 
pression to  a  feeling  that  is  as  old  as  mankind — the  desire  to  share 
and  to  help  our  neighbors. 

This  concept  has  long  been  practiced  by  religious  and  private  or- 
ganizations, but  it  has  been  only  within  recent  years  that  technical 
assistance  programs,  in  which  one  portion  of  the  world  aids  another, 
have  been  conducted  by  government  groups.  The  first  really  global 
recognition  of  this  multilateral  responsibility  came  with  the  establish- 
ment of  the  United  Nations  and  its  specialized  agencies  which  have 
placed  heavy  emphasis  on  technical  assistance.  In  addition  to  these 
multilateral  programs  which  will  be  discussed  more  fully  later  during 
this  Congress,  various  governments  throughout  the  world  have  initi- 
ated bilateral  programs  for  technical  assistance  outside  of  the  frame- 
work of  the  United  Nations. 
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Even  the  greatly  increased  attention  to  such  activities  through  the 
multilateral  programs  of  the  United  Nations  and  the  bilateral  pro- 
grams of  individual  nations  have  not,  however,  filled  the  need  which 
most  of  us  feel  within  our  minds  and  our  hearts  for  increasing  inter- 
national cooperative  activities.  Consequently  within  the  past  decade 
there  has  been  a  great  surge  forward  of  international  communication 
and  sharing  of  knowledge  among  professions. 


REHABILITATION  AND  BETTER  INTERNATIONAL  UNDERSTANDING 

You  have  seen  this  in  our  own  rehabilitation  centers.  Whereas  a  few 
years  ago  a  foreign  physician,  nurse,  therapist,  social  worker,  ad- 
ministrator or  other  rehabilitation  worker  was  a  real  novelty,  today 
we  find  a  constant  stream  of  them  visiting  our  centers,  learning  from 
us,  and  sharing  their  experience.  During  the  first  6  months  of  1956, 
for  example,  the  International  Society  for  the  Welfare  of  Cripples 
made  visitation  plans  for  103  such  visitors  from  38  nations  as  com- 
pared to  100  from  31  nations  in  all  of  1955. 

We  recognize  that  in  today's  world,  international  diplomacy  and 
the  development  of  international  understanding  cannot  be  solely  the 
responsibilities  of  the  diplomat,  but  they  are  responsibilities  which 
must  be  assumed  by  all  of  us  in  our  roles  as  professional  persons  and 
individual  citizens. 

It  has  long  seemed  to  me  that  in  the  field  of  rehabilitation,  we  have 
a  uniquely  effective  area  of  service  and  of  responsibility  for  working 
toward  international  understanding.  Health,  including  rehabilita- 
tion services  for  the  handicapped,  is  fundamental  to  the  prime  demo- 
cratic concept  of  equal  opportunity  for  all.  A  world  in  which  good 
health  is  enjoyed  by  but  a  few  cannot  be  a  politically  stable  world. 
How  can  the  man  who  is  doubled  up  by  pain  and  disability  stand  up 
and  fight  militantly  for  the  principles  of  democracy  and  freedom? 
Unless  he  can  work  and  produce,  how  can  he  enjoy  the  fruits  of  his 
own  labor  and  become  a  customer  for  the  goods  which  all  of  the  world 
wants  to  sell  him?  Unless  he  can  produce  and  earn  and  then  buy 
from  the  rest  of  the  world,  how  can  his  standards  of  living  be 
increased  ? 


REDUCING  THE  TOLL  OF  SICKNESS 

Good  health  is  fundamental  to  economic  self-sufficiency.  Dr.  Charles 
W.  Mayo  summed  up  this  relationship  aptly  when  he  said  with  great 
simplicity,  "1.  Sickness  makes  people  poor.  2.  Poverty  makes  people 
sick." 
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Today  throughout  the  world  we  have  scores  upon  scores  of  examples 
of  how  this  chain  of  "Sickness  causes  poverty  which  in  turn  causes 
sickness,  which  in  turn  causes  poverty,  which  in  turn  causes  sick- 
ness *  *  *"  has  been  broken  by  relatively  small  amounts  of  money 
wisely  invested  in  health  and  agriculture  projects.  Following  malaria 
control  programs,  industrial  absenteeism  in  the  Philippines  dropped 
from  33  percent  per  day  to  4  percent  per  day.  The  average  gross 
income  of  families  in  certain  districts  of  Greece  doubled  as  the  areas 
they  cultivated  increased  50  percent.  Kice  production  in  one  area  of 
Bengal  increased  543  pounds  per  acre. 

These  and  similar  activities  in  the  control  of  infectious  parasitic 
and  nutritional  diseases,  improved  sanitation,  maternal  and  child 
welfare  programs  and  other  modern  health  practices  have  had  a  social, 
political  and  moral  impact  that  is  equally  as  significant  as  their  direct 
economic  returns.  They  are  tangible  programs  which  can  be  seen  and 
understood  by  the  vast  numbers  of  persons  whose  day-to-day  lives 
they  affect.  They  are  welcomed  by  the  nations  in  which  they  are 
undertaken,  for  such  programs  are  initiated  only  at  the  request  of  host 
countries  and  they  involve  cooperative  joint  planning  and  adminis- 
tration. 

As  the  result  of  the  long  years  of  experience  of  our  medical  mission- 
aries and  of  voluntary  organizations,  we  have  more  "know-how"  in 
the  conduct  of  international  health  projects  than  in  some  other  forms 
of  technical  assistance  and  are  able  to  administer  such  projects  more 
effectively. 

Vast  returns  can  be  received  on  small  investments.  Since  the  tech- 
nical cooperation  health  programs  of  the  United  States,  popularly 
known  as  "Point  IV"  projects,  were  begun  14  years  ago,  they  have  cost 
our  citizens  less  than  a  penny  a  month. 

Sharp  as  these  economic,  social,  political  and  moral  values  are  in 
the  overall  field  of  international  health  activities,  they  are  even  more 
striking  in  the  field  of  rehabilitation  of  the  physically  handicapped. 


REHABILITATION  AND   POLITICAL   PROGRESS 

In  the  developed  parts  of  the  world  we  have  seen  a  remarkable  growth 
of  interest  in  rehabilitation  in  the  last  decade.  This  interest  has  not 
been  prompted  by  humanitarian  motives  alone.  It  has  resulted  from 
the  growing  incidence  of  physical  disability  resulting  from  prolonga- 
tion of  the  life  span,  increased  public  assistance  costs  because  of  dis- 
ability, and  our  need  for  manpower  in  our  expanding  economy. 

But  what  lies  behind  the  interests  of  Indonesia,  Korea,  the  Philip- 
pines, Mexico,  India,  Burma,  and  Thailand  in  the  provision  of  re- 
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habilitation  services  for  their  handicapped?  It  is  not  the  need  for 
manpower,  for  these  nations  have  far  more  manpower  than  they  can 
profitably  utilize  in  their  present  stage  of  industrial  development.  It 
is  not  to  reduce  public  assistance  costs,  for  few  of  these  nations  have 
any  social  schemes  whereby  the  disabled  become  a  responsibility  of  the 
state.  It  is  not  to  reduce  demands  for  medical  care,  hospitalization 
and  social  services,  for  the  chronically  ill  and  the  disabled  in  most  of 
these  nations  are  wards  of  their  families  rather  than  of  the  state. 

The  real  reason  is  that  many  of  these  nations,  particularly  those  of 
the  Africa-Asia  area,  have,  after  years  of  colonization,  recently 
achieved  the  long-sought  dream  of  political  independence.  Now  they 
are  desperately  looking  for  ways  of  proving  to  the  world,  and  more 
importantly  to  themselves,  that  they  have  the  political  and  social 
maturity  to  justify  their  political  independence. 


THE  CHALLENGE  OF  THE  SOVIET  UNION 

In  the  past  decade,  international  activities  in  health  and  in  rehabilita- 
tion have  been  an  almost  exclusive  domain  of  the  free  nations  of  the 
Western  World.  Within  recent  months  the  Soviet  Union  has  an- 
nounced its  intention  of  undertaking  bilateral  technical  assistance 
activities,  particularly  among  those  nations  of  Africa  and  Asia  which 
have  declared  themselves  to  be  politically  neutral,  and  promise  upon 
promise  of  such  assistance  has  been  given  by  visiting  Soviet  officials. 

It  is  reported  that  last  year  Eussia  graduated  27,000  physicians  from 
their  medical  schools  and  20,000  the  previous  year.  At  the  present 
time,  we  are  graduating  slightly  more  than  Y,000  per  year  in  the 
United  States.  It  is  granted  that  the  level  of  education  of  these 
physicians  is  far  below  that  of  our  physicians,  but  even  so,  the  health 
services  they  are  providing  to  the  country  are  so  superior  to  those  ever 
before  available  to  the  people,  they  are  considered  miraculous. 

It  has  also  been  reported  that  at  the  present  time  there  are  more 
doctors  than  can  be  readily  absorbed  in  the  health  services  of  Russia 
and  that  the  physicians  are  being  used  for  the  kind  of  job  that  we 
would  ordinarily  assign  to  nurses  and  technicians.  If  the  production 
continues  and  the  excess  increases,  it  is  rather  obvious  what  the 
physicians  will  do.  They  will  carry  the  skills  they  have  learned  along 
with  the  concepts  of  communism  to  the  backward  parts  of  the  world. 
We  must  meet  this  challenge  and  we  can,  for  our  physicians  are 
better  trained.  By  using  total  professional  personnel,  therapists, 
sanitary  engineers,  public  health  administrators  and  educators,  we 
can  do  a  better  job.     But  time  is  running  out. 
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AN  ANSWER  TO  THE  CHALLENGE 

Here  is  one  example  of  what  could  be  done.  The  Veterans  Admmis- 
tration  here  in  the  United  States  has,  since  1946,  conducted  an  exten- 
sive artificial  limb  research  program  through  nonprofit  contracts 
with  universities.  Some  of  the  scientific  and  technical  advances  made 
in  prosthetics,  as  a  result  of  this  substantial  research  investment,  will 
be  demonstrated  during  the  Congress. 

Just  as  we,  in  the  United  States,  are  interested  in  sharing  the 
technical  advances  in  nuclear  energy  for  peaceful  purposes  with  the 
rest  of  the  world,  we  could  make  a  significant  contribution  to  the 
effective  understanding  of  the  ideals  of  democracy  and  the  value  we 
place  on  human  worth  and  dignity,  if  through  a  governmental  appro- 
priation of  $1  or  $2  million  a  year,  we  could  share  our  advances  in 
artificial  limbs  with  the  world.  Through  demonstration  centers,  con- 
sultations, mobile  clinics  and  the  training  of  foreign  personnel  in  the 
United  States,  a  magnificent  program  could  be  established.  With  the 
sum  of  $1  million  a  year  for  2  years,  both  the  administrative  and  pro- 
fessional overhead  cost  for  such  a  project  could  be  met;  highly  quali- 
fied American  consultants  could  visit  all  parts  of  the  world  and 
survey  what  is  available  and  what  is  needed ;  four  completely  equipped 
mobile  prosthetic  shops,  each  staffed  by  a  qualified  American  pros- 
thetic technician  and  physical  therapist,  could  be  sent  to  Southeast 
Asia,  the  Near  East,  North  Africa,  and  South  America  to  spend  4  to 
8  weeks  in  a  given  community  rendering  direct  patient  services  in 
fitting  prosthetics  and  training  wearers  in  their  use ;  permanent  dem- 
onstration prosthetic  shops  and  training  centers  could  be  established 
in  key  parts  of  the  world;  and  the  components  to  provide  modern 
artificial  limbs  could  be  made  available  to  over  40,000  amputees ;  over 
100  trainees  could  be  brought  to  the  United  States  for  training  in 
prosthetics ;  and  all  of  the  available  technical  literature  and  visual  aids 
related  to  prosthetics  here  in  the  United  States  could  be  translated 
and  published  in  various  languages  for  international  distribution. 

These  prosthetic  trainees  would  then  join  the  400  health  workers 
receiving  advanced  training  in  the  United  States  under  the  auspices 
of  the  International  Cooperation  Administration.  They,  and  hun- 
dreds of  others  trained  under  the  auspices  of  private  foundations, 
their  own  governments  and  their  own  resources,  are  permanent  am- 
bassadors of  our  democratic  ideals.  Such  persons  make  particularly 
effective  proponents  for  democracy  because,  as  professional  people, 
they  work  intimately  with  their  handicapped  patients  and  have  their 
confidence  and  trust. 

Somewhere  within  the  spectrum  ranging  fix)m  direct  relief  to  long- 
range  economic  projects,  there  is  a  need  for  significant,  tangible  short- 
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range  projects  thait  can  be  seen  and  easily  understood.  The  Russians 
produced  such  a  project  when  they  paved  the  main  street  of  Kabul  in 
Afghanistan.  Our  United  States  foreign  aid  projects  there  have  been 
of  economic  importance,  but  their  impact  on  the  daily  lives  of  the 
people  will  not  be  felt  for  many  years.  In  contrast,  several  times 
each  day  the  residents  of  Kabul  have  reason  to  be  grateful  to  Russia. 


THE  STORY  OF  JUANITO  YEPEZ 

This  is  the  kind  of  imaginative,  constructive  project  which  can  be 
easily  seen  and  understood.  There  are  many  hundreds  and  thousands 
of  disabled  persons  throughout  the  world,  each  of  whom  could  also 
become  a  living,  dynamic  example  of  democracy.  To  illustrate  their 
potential  contributions,  I  should  like  to  tell  you  the  story  of  a  little 
Bolivian  boy,  age  10  years.  He  was  born  without  arms  and  legs  but 
with  four  little  sensitive  fingers  coming  out  of  each  shoulder  and  two 
normal  feet  coming  from  the  hip  joints,  but  which  had  no  bony  con- 
nection. When  he  was  a  year  old,  the  was  abandoned  by  his  father, 
who  then  deserted  the  family  and  has  not  been  heard  of  since.  The 
boy  spent  the  next  8  years  of  his  life  in  an  American  mission  in  La 
Paz,  where  he  had  love  and  kindness  but  could  not  walk.  To  get 
from  one  place  to  another,  he  rolled  like  a  little  ball.  He  was  seen 
there  by  a  young  physician  from  the  United  States,  who  called  me 
and  said  he  had  met  this  little  boy,  who  was  exceedingly  bright  and 
who,  if  he  had  a  chance,  he  felt,  could  be  a  great  force  in  the  world. 
Pictures  and  case  reports  were  sent  and  by  coincidence  seen  by  the 
secretary  of  one  of  our  distinguished  citizens.  She  made  possible  his 
trip  to  the  United  States. 

Two  weeks  before  he  arrived,  I  had  the  Vice  President  of  Bolivia 
and  the  Bolivian  Ambassador  to  the  United  Nations  to  luncheon. 
They  knew  all  about  Juanito  and  were  excited  about  his  coming.  In 
the  middle  of  the  meal,  I  said  to  them,  "You  know,  if  we  bring  Juan 
here  it  is  going  to  cost  you  a  very  large  fee." 

In  consternation,  they  said,  "How  much?"  I  said,  "The  fee  is  this. 
First,  that  when  he  returns,  you  must  promise  him  the  best  education 
your  country  affords ;  and  second,  if  we  can  demonstrate  in  the  most 
severely  disabled  child  you  will  ever  see  what  can  be  done,  you  will 
establish  a  national  rehabilitation  program  in  Bolivia." 

Without  hesitation,  the  Vice  President  said,  "You  take  the  boy;  we 
pay  the  fee." 

When  he  arrived,  he  spoke  no  English.  Within  a  month,  he  had  a 
vocabulary  of  more  than  300  words.  Special  prostheses  were  designed 
and  he  now  is  walking.    He  has  "grown"  more  than  twice  his  height. 
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He  is  doing  well  in  school  and  one  day  soon  will  be  ready  to  go  back 
and  take  liis  place  in  his  own  country. 

Several  months  after  he  was  in  the  United  States,  the  story  was  pub- 
lished in  a  national  magazine.  A  few  weeks  later,  a  letter  came  to  the 
editors  which  read  as  follows : 

Congratulations  on  a  brilliant  piece  of  reporting.  Am  referring  to  your  ( February 
21)  on  Juanito  Yepez,  tbe  congenital  quadruple  amputee  from  Bolivia.  *  *  *  For 
those  of  us  who  are  in  and  out  of  Central  and  South  America  we  found  your 
article  on  Juanito  gained  us  more  friends  (and  respect)  than  all  the  millions  our 
Government  is  pouring  into  these  countries.  We  noted  no  sudden  pro-U.  S.  A. 
feeling  in  Brazil  as  a  result  of  the  $75  million  donation  (given  Brazil  by  the 
United  States),  but  we  were  pleasantly  surprised  with  the  many  compliments 
for  what  the  U.  S.  A.  is  doing  for  Juanito.  I  do  not  know  what  your  circulation  is 
in  Latin  America  but  can  tell  you  the  peons  in  the  backwoods  knew  all  about 
Juanito  within  24  hours  after  the  issue  was  on  the  streets.  .  .  . 

The  world  needs  people  like  Juanito  Yepez  who  stand  as  symbols  of 
the  emphasis  which  the  free  world  places  upon  human  worth  and  the 
dignity  of  every  individual,  regardless  of  the  color  of  his  skin,  the 
language  which  he  speaks,  the  God  whom  he  worships,  and  the  physical 
limitations  of  the  body  which  houses  his  spirit. 


OUR  SHARE   IN  THE   REHABILITATION  OF  THE  WORLD 

As  leaders  in  rehabilitation,  you  bear  a  distinct  responsibility  for  the 
Juanito  Yepezes  through  the  world,  for  your  skills,  devotion  and  serv- 
ice are  a  foundation  in  the  rehabilitation  process.  Having  had  the 
opportunity  and  privilege  of  working  with  you  and  seeing  you  accept 
this  responsibility,  professionally  and  spiritually,  not  only  here  in  my 
own  country  but  in  many  nations  throughout  the  world,  I  share  with 
you  the  statement  that  "Helping  to  rehabilitate  a  politically  crippled 
world,  as  well  as  to  rehabilitate  a  physically  crippled  child,  is  not  only 
your  responsibility,  but  your  privilege." 


THE   PHILOSOPHY  OF   REHABILITATION 

In  closing  I  would  like  to  share  with  you  a  credo  written  by  an  un- 
known Confederate  soldier  which  came  to  my  attention  last  Christmas. 
It  personified  the  philosophy  of  rehabilitation  so  well  that  I  shared  it 
with  the  patients  and  staff  at  the  Institute  of  Physical  Medicine  and 
Kehabilitation  and  a  number  of  the  Institute's  friends.  The  father  of 
one  of  our  patients  was  so  impressed  by  it  he  had  it  cast  on  a  bronze 
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tablet  and  it  now  stands  in  the  lobby  of  the  Institute  of  Physical 
Medicine  and  Rehabilitation  as  a  source  of  inspiration  to  all  of  us. 

I  asked  God  for  strength,  that  I  might  achieve 

I  was  made  weak,  that  I  might  humbly  learn  to  obey  .  .  . 

I  asked  for  health,  that  I  might  do  greater  things 

I  was  given  infirmity,  that  I  might  do  better  things  .  .  . 

I  asked  for  riches,  that  I  might  be  happy 

I  was  given  poverty  that  I  might  be  wise  .  .  . 

I  asked  for  power,  that  I  might  have  the  praise  of  men 

I  was  given  weakness,  that  I  might  feel  the  need  of  God  .  .  . 

I  asked  for  all  things,  that  I  might  enjoy  life 

I  was  given  life,  that  I  might  enjoy  all  things  .  .  , 

I  got  nothing  that  I  asked  for — but  everything  I  had  hoped  for 

Almost  despite  myself,  my  unspoken  prayers  were  answered 

I  am  among  all  men,  most  richly  blessed. 
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Rehabilitation  in 
War  and  Peace 


'by  DONALD  A.  COVALT,  M.  D. 

Associate  Director^  Institute  of  Physical  Medicine  and  Re- 
habilitation^ Neio  York  University-B ellevue  Medical  Cen- 
ter, New  York,  N.  Y. 


MILITARY  AND  CIVILIAN  MEDICINE  CONTRASTED 

World  War  II  was  a  time  of  crisis  for  all  mankind  who  loved  freedom. 
It  certainly  was  a  time  of  crisis  for  our  comitry,  in  that  we  were  not 
prepared  for  war  and  hundreds  of  thousands  of  young  men  were 
hastily  placed  in  camps  to  receive  military  training  as  fast  as  possible 
in  order  that  we  might  fight  the  war. 

As  in  every  war  throughout  civilization,  whenever  great  numbers 
of  men  are  brought  together,  there  is  sickness,  epidemics  and  injuries. 
This,  in  turn,  produces  a  medical  crisis  and  this  was  certainly  true  in 
1942  and  1943  when  thousands  of  doctors  were  brought  into  the  armed 
services  to  care  for  the  medical  needs  of  new  recruits. 

Those  of  us  who  entered  the  Medical  Services  from  civilian  life 
quickly  found  out  that  military  medicine  was  much  different  from 
the  medicine  we  practiced  in  civilian  life.  I  vividly  remember  one 
occasion  when  I  sent  some  eight  to  ten  young  men  back  to  duty  after 
recovering  from  an  acute  upper  respiratory  infection  and  found  them 
back  in  the  hospital  the  next  day  because  these  men  were  not  ready 
for  full  duty  which  might  mean  a  10-mile  hike.  There  was  no  such 
thing  as  "go  home  and  take  it  easy  for  a  couple  of  weeks  before  you 
go  back  to  work,"  as  I  used  to  tell  my  patients  in  civilian  practice. 

This  was  a  serious  problem  in  the  early  days  of  the  war,  because, 
as  all  of  us  remember,  it  was  nip  and  tuck  as  to  who  was  going  to 
win  the  war.  Every  available  man  was  desperately  needed  and  there 
were  thousands  upon  thousands  of  men  in  our  service  hospitals  lying 
around  playing  dominoes  and  cards  until  they  were  able  to  return  to 
full  duty. 
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DR.   RUSK'S  PROGRAM   OF   REHABILITATION 

Col.  Howard  A.  Rusk,  then  in  charge  of  the  Medical  Service  at  Jeffer- 
son Barracks  Air  Force  Hospital  in  Missouri,  decided  to  do  something 
about  it.  He  instituted  a  program,  as  soon  as  his  patient's  temperature 
was  down  or  24  hours  after  surgery,  of  graduated  exercises  and  he 
brought  a  military  training  program  to  the  hospital  wards.  This  was 
eventually  to  become  known  as  the  Air  Force  Convalescent  Training 
Program  and  its  fame  spread  through  the  country  and  to  the  Euro- 
pean and  Pacific  fronts.  Eadio  schools,  guns,  even  parts  of  airplane 
engines,  mockup  cockpits  of  airplanes,  all  appeared  in  convalescent 
wards.  As  soon  as  the  soldier's  acute  illness  was  over,  he  was  trans- 
ferred to  a  ward  with  others  of  his  convalescing  buddies.  A  prescrip- 
tion was  written  for  graduated  exercises  and  military  education 
classes.  The  intensity  of  the  program  was  increased  as  fast  as  possible 
until  the  patient  could  be  discharged  to  full  duty.  It  was  discovered 
that  such  a  combination  got  tliese  patients  back  to  full  duty  faster — 
and  the  patients  liked  it.  There  was  no  lag  time  in  his  military  train- 
ing. The  patient  could  leave  the  hospital  and  rejoin  his  old  outfit  and 
proceed  with  the  men  with  whom  he  started  his  military  training. 

One  experiment  that  was  carried  out  by  Colonel  Rusk  was  a  case 
study  on  640  airmen  with  virus  pneumonia.  Every  second  patient 
was  placed  on  the  convalescent  training  program  and  the  other  half 
were  allowed  to  convalesce  in  the  old  army  way.  The  results  were 
that,  with  an  intensive  convalescent  training  program,  the  patients 
were  in  the  hospital  an  average  of  31  days  with  a  recurrence  rate 
of  3  percent;  without  rehabilitation,  the  patients  stayed  45  days  in 
the  hospital  and  there  was  a  30  percent  recurrence  as  proven  by 
X-rays  and  elevations  of  temperature. 

The  Surgeon  General  of  the  Air  Force,  at  that  time.  Brig.  Gen. 
David  N.  W.  Grant,  heard  of  this  new  medical  program  and  sum- 
moned Colonel  Rusk  to  Washington  where  the  entire  staff  studied  the 
results  of  the  Convalescent  Training  Program  at  Jefferson  Barracks 
Hospital.  General  Grant  wasted  no  time  and  soon  orders  were  sent 
out  of  every  Air  Force  hospital  that  a  Convalescent  Training  Pro- 
gram modeled  after  the  one  at  Jefferson  Barracks  be  put  into  effect 
immediately.  Colonel  Rusk  was  brought  to  Washington  and  placed  in 
charge  of  the  new  Convalescent  Training  Program  section  in  the  Air 
Surgeon's  office  to  implement  these  orders. 

Millions  of  man-hours  of  military  training  were  accomplished  in 
the  Air  Force  hospitals  and,  as  the  benefits  were  duplicated  throughout 
the  country,  the  late  President  Franklin  D.  Roosevelt,  through  an 
Executive  order,  established  such  programs  in  all  Army  and  Navy 
hospitals  throughout  the  world. 


27 


THE  THIRD   PHASE  OF  MEDICAL  CARE 

Out  of  the  wealth  of  this  experience  in  World  War  II,  came  a  new 
concept  of  medical  care  which  has  sometimes  been  called  the  Third 
Phase  of  Medicine;  the  first  being  preventive  medicine;  the  second 
diagnosis  and  treatment — and  we  all  know  of  the  tremendous  strides 
which  have  been  made  in  the  last  25  years  in  both  phases.  The  third 
phase  was  concerned  with  what  happened  to  the  patient  from  the  bed 
to  the  job. 

Physicians  have  always  been  interested  in  pathology  and  acute 
medicine  and  surgery.  Physicians  have  spent  many  hours  in  dis- 
tinguishing between  different  murmers  of  the  heart,  or  in  the  diag- 
nosis of  an  obscure  medical  disease  such  as  a  patient  with  aleukemic 
leukemia.  This  same  physician  has  traditionally  lost  interest  in  the 
patient  after  the  diagnosis  has  been  made  and  the  best  medical  and 
surgical  treatment  has  been  delivered.  The  patient  may  still  be  bed- 
ridden or  have  a  residual  paralysis  along  with  many  emotional  prob- 
lems, but  the  diagnostic  sheen  has  been  lost  and  the  patient  fades 
medically  into  the  oblivion  of  chronic  disease  and  disability. 

Dr.  Kusk  believed  that  there  was  a  need  for  this  third  phase  of  medi- 
cal care  in  civilian  life,  and  in  checking  the  morbidity  figures,  he  found 
that  you  could  take  practically  any  category  of  patients  in  military 
service,  and  there  was  about  six  times  as  much  need  in  civilian  life  as 
occurred  during  the  first  4  years  of  the  war.  For  instance,  during  the 
4  years  of  the  war,  we  had  some  17,000  amputees.  During  those  same 
4  years,  there  were  over  120,000  amputees  in  civilian  life.  We  had 
1,400  blinded  during  the  war;  at  the  same  time,  there  were  over  6,000 
blinded  in  civilian  life.  We  had  265,000  totally  disabled  from  combat 
during  the  4  years ;  there  were  over  one  and  a  quarter  million  people 
disabled  by  accidents  alone  in  the  civilian  population.  Dr.  Kusk  de- 
cided there  was  a  tremendous  need  for  this  new  type  of  medical  care. 


THE  VETERANS'  ADMINISTRATION   PROGRAM 

Shortly  after  the  end  of  the  war,  tens  of  thousands  of  soldiers  from 
the  services  were  being  discharged  to  Veterans'  Administration  hos- 
pitals. A  tremendous  expansion  program  was  put  into  effect  under 
the  responsibility  of  Gen.  Omar  N.  Bradley  and  Maj.  Gen.  Paul  R. 
Hawley.  General  Hawley  had  wide  experience  with  the  Convalescent 
Training  Program  during  his  tour  of  duty  as  Surgeon  General  of  the 
United  States  Armies  in  England  and  Europe ;  and  he  knew  that  such 
a  program  must  be  carried  out  in  the  Veterans'  Administration  hos- 
pitals.    Previous  to   1945,  the  Veterans'  Administration  had  had 
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physical  therapy  and  occupational  therapy,  but  little  experience  in 
the  broad  aspects  of  rehabilitation  as  we  know  it  today.  General 
Hawley  ordered  that  every  injured  veteran  should  have  the  advantage 
of  a  complete  psychological,  physiological,  social  and  economic  pro- 
gram and  that  it  must  start  in  the  hospital,  and  so,  a  Physical  Medicine 
and  Kehabilitation  Service  was  established  in  every  hospital,  composed 
of  physical  therapy,  occupational  therapy,  corrective  therapy,  manual 
arts  therapy  and  educational  therapy.  The  latter  was  established  be- 
cause a  survey  showed  that  of  the  injured  veterans,  56  percent  of  the 
enlisted  men  and  13  percent  of  the  officers  had  never  graduated  from 
high  school.  Many  of  these  people  wanted  to  finish  their  high-school 
work  in  order  to  enter  college.  Thousands  of  veterans  took  the  op- 
portunity to  do  this  while  they  were  recovering  from  their  war  wounds. 

An  intensive  program  was  established  for  the  blind,  for  those  who 
had  lost  their  hearing  and  for  amputees.  Active  programs  were  set 
up  in  the  neuropsychiatric  hospitals,  and  it  was  fovmd  that  this  was  a 
tremendous  impetus  in  getting  these  young  veterans  back  home  again. 
New  hospitals  were  being  built  and,  in  each  hospital,  ample  room  was 
given  for  beds  and  treatment  space  to  carry  out  a  complete  physical 
medicine  and  rehabiltiation  program. 

The  Veterans'  Administration  has  proven  that  rehabilitation  is  not 
only  right  from  the  humanitarian  standpoint,  but  it  has  also  proven 
that  it  is  medically  and  economically  sound.  Not  only  have  thousands 
of  veterans  been  able  to  leave  the  hospital  earlier,  but  also  with  a 
certain  knowledge  that  they  would  be  able  to  go  back  to  a  job  or  to  a 
vocational  training  school  that  would  make  them  ready  for  a  job. 
Thousands  of  veterans  have  been  discharged  who  might  have  spent 
their  entire  lives  in  Veterans'  Administration  domiciliary  homes  at  a 
tremendous  cost  to  the  taxpayer.  Millions  of  man-hours  have  been 
saved  as  well  as  millions  of  dollars. 


CIVILIAN   REHABILITATION  NEEDS 

What  was  true  in  World  War  II  and  was  true  in  the  Veterans'  Admin- 
istration has  certainly  been  proven  in  civilian  life  in  the  past  10 
years.  Rehabilitation  programs  have  developed  in  many  parts  of  the 
country.  These  have  varied  tremendously  in  the  type  of  services 
offered.  The  range  extends  from  a  small  out-patient  clinic  for  crip- 
pled children  to  a  complete  center  usually  connected  Avith  a  medical 
school  which  not  alone  takes  care  of  the  rehabilitation  of  patients,  but 
provides  teaching  and  research  services  as  well. 

Physicians  have  begun  to  recognize  rehabilitation  as  a  true  medical 
discipline.    Medical  students  graduating  today  know  what  physical 
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medicine  and  rehabilitation  means.  Many  medical  schools  have  com- 
plete Departments  of  Physical  Medicine  and  Rehabilitation  and 
students  are  given  instruction  during  their  4  years.  Clinics  and 
demonstrations  have  been  given  to  hundreds  of  medical  societies. 

Medicine  has  found  that  in  this  aging  population  rehabilitation  is 
a  "must."  We  all  realize  that  the  number  of  chronically  ill  and  dis- 
abled is  increasing  yearly  and  that  we  are  in  no  way  even  beginning 
to  get  caught  up  with  the  job  ahead  of  us.  There  is  a  great  need  for 
doctors,  nurses,  physical  therapists,  occupational  therapists,  psycholo- 
gists, vocational  counsellors,  social  service  workers  and  speech  and 
hearing  specialists.  Let  me  use  one  illustration.  There  are  now  some 
6,000  physical  therapists  registered  in  the  National  Association.  In 
order  to  handle  the  load  we  have  today,  we  should  have  at  least  18,000 
physical  therapists,  and  this  is  only  one  discipline.  It  is  certainly  true 
in  all  the  other  disciplines. 


MEDICALLY  CENTERED  COMMUNITY   PROGRAMS 

It  is  my  belief  that  there  is  a  need  and  place  for  rehabilitation  centers, 
and  we  certainly  do  not  have  enough  of  them  today.  But,  I  would 
like  to  make  a  plea  that  our  greatest  need  is  for  a  rehabilitation  pro- 
gram for  every  community.  Most  of  the  rehabilitation  problems  of 
a  community  can  be  handled  at  that  level  if  the  philosophy  of  rehabil- 
itation is  present,  and  the  resources  of  the  community  are  utilized. 

A  small  physical  therapy  department  is  necessary,  and  many  times, 
an  occupational  therapy  department.  Speech  therapy,  psychology, 
psychiatric  help,  social  service  and  vocational  counselling  can  be  uti- 
lized on  a  part  time  basis.  The  physicians  of  the  hospital  must  have 
an  awareness  that  such  a  department  is  there  to  be  utilized  for  the 
good  of  their  patients.  One  or  more  physicians  should  be  available 
who  have  an  interest  and  knowledge  of  rehabilitation  to  help  direct 
the  department. 

Short  courses  are  available  for  physicians  in  several  medical  centers 
for  those  who  wish  to  learn  about  rehabilitation.  These  can  vary 
from  1  to  6  months  to  a  full  3-year  fellowship.  With  the  help  of  such 
a  physician  and  a  department  as  described  above,  the  majority  of  the 
community's  rehabilitation  problems  can  be  handled  in  the  patient's 
own  home  town. 

Let  us  discuss  the  case  of  a  patient  who  has  had  a  cerebral  vascular 
accident  with  a  resultant  hemiplegia  and  aphasia.  After  the  patient 
has  survived  the  acute  onset,  he  is  found  to  have  a  residual  paralysis  of 
the  right  upper  and  lower  extremities  and  an  inability  to  speak.  He 
should  be  referred  to  the  Department  of  Rehabilitation  where  he  would 
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have  not  alone  range  of  motion  and  muscle  reeducation  for  his  para- 
lyzed extremities,  but  he  would  also  have  one-half  to  one  hour  of  speech 
training  a  day.  He  must  be  taught  to  walk  again.  He  probably 
would  need  to  be  seen  by  the  psychologist  because  these  patients 
have  emotional  problems  and  we  must  know  how  much  organic  brain 
damage  is  present  in  order  to  determine  how  far  we  will  be  able  to 
go  with  his  rehabilitation.  It  may  be  necessary  to  consider  changing 
his  job  if  he  is  a  young  man.  With  all  of  these  disciplines  available, 
the  patient  can  soon  leave  the  hospital  and  come  in  as  an  out-patient 
to  complete  his  rehabilitation  training. 

In  our  experience,  a  good  clean  hemiplegic  with  average  disability 
should  be  trained  within  30  to  60  days.  He  should  be  able  to  ambulate, 
travel  on  a  public  conveyance,  feed  and  dress  himself,  and,  in  many 
cases,  begin  to  talk  again.  Most  community  hospitals  should  be 
equipped  to  take  care  of  the  rehabilitation  problems  of  patients  with 
hemiplegia  and  also  many  of  those  patients  with  poliomyelitis,  multiple 
sclerosis,  amputees  and  cerebral  palsy.  I  believe  that  any  community 
of,  say,  50,000  population  which  usually  provides  medical  services  for 
an  additional  50,000  or  60,000,  making  a  total  of  somewhere  between 
100,000  and  150,000  population,  should  be  able  to  support  a  complete 
rehabilitation  program.  I  believe  that  this  program  should  be  within 
the  community  hospital — it  may  be  in  a  separate  wing,  but  it  should 
be  connected  floor  to  floor  and  there  should  be  beds  available  for 
patients  who  need  to  start  their  rehabilitation  program  as  in-patients. 

As  a  matter  of  fact,  in  my  experience,  the  second  greatest  need  after 
personnel  is  for  beds  for  in-patients  in  need  of  rehabilitation.  I  can 
report  to  you  that  there  are  many  communities  throughout  the  coun- 
try which  are  now  building  wards  or  wings  on  to  their  present  existing 
hospital  to  take  care  of  the  needs  of  this  type  of  patient. 

It  is  my  firm  belief  that  a  physical  medicine  and  rehabilitation  pro- 
gram such  as  we  have  been  describing  must  be  under  the  direction 
of  a  physician,  preferably  a  physician  trained  in  jDhysical  medicine  and 
rehabilitation.  Where  these  are  not  available,  certainly  there  are 
other  physicians  who  are  interested  and  who  have  some  knowledge  of 
rehabilitation  procedures  who  could  direct  such  a  program. 


SUMMARY 

In  summary,  I  have  reviewed  the  Convalescent  Training  Program  of 
the  Armed  Services  in  World  War  II.  I  have  described,  very  briefly, 
the  Physical  Medicine  and  Rehabilitation  Services  of  the  Veterans 
Administration,  which  is  excellent  and  could  well  serve  as  a  model  for 
civilian  programs.     Thirdly,  I  have  tried  to  point  out  how  the  need 
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for  more  rehabilitation  centers  and  the  need  for  the  training  of  all 
personnel  in  the  paramedical  disciplines  has  increased. 

Probably  the  greatest  need  of  all  is  for  the  establishment  of  re- 
habilitation programs  within  existing  hospital  facilities.  If  we  are 
ever  to  solve  the  problem  of  chronic  disease  and  disability,  it  must 
start  at  the  grass  roots  for  the  number  is  too  great  to  be  handled  by  re- 
habilitation centers  alone.  Lastly,  I  believe  that  all  of  these  rehabili- 
tation programs  should  be  under  the  direction  of  a  physician 
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THAT  SO  MANY  of  you  should  have  assembled  here  to  study  the 
planning  of  rehabilitation  centers  is  most  encouraging.  I  know  of 
no  other  institution  so  much  desired  by  so  many,  which  is  well  under- 
stood by  so  few.  Perhaps  this  is  because  rehabilitation  centers  are 
complex,  of  great  variety  and  subject  to  so  many  different  uses. 

Dr.  Roberts  has  ably  sketched  for  you  the  genesis  of  rehabilitation 
and  rehabilitation  centers,  and  I  shall  try  to  describe  as  best  I  can 
the  centers  now  in  existence  and  indicate  some  of  the  reasons  why  they 
are  what  they  are  and  some  of  the  problems  in  planning  and  using 
them. 

In  my  position  in  a  national  agency,  I  have  visited  and  consulted 
with  different  kinds  of  centers  throughout  the  United  States  and 
Canada.  Just  as  important,  I  think,  I  have  listened  to  the  needs  ex- 
pressed by  many  agencies  who  use  or  ought  to  use  rehabilitation  cen- 
ters, including  our  88  State  vocational  rehabilitation  agencies.  Per- 
haps that  is  why  I  have  been  asked  on  the  first  day  of  the  Institute  to 
give  you  as  objective  a  view  as  possible  of  the  development  of  centers 
of  all  types — in  order  that  you  may  better  use  the  more  specialized 
information  to  come  later  in  the  program. 

I  shall  not  exhort  you  to  build  more  or  finer  centers.  If  anything, 
what  I  say  may  make  you  stop  and  think  whether  you  need  a  center 
and  if  so,  what  kind;  and  I  hope  I  impress  you  with  the  fact  that 
planning  and  operating  a  rehabilitation  center  is  a  serious  business, 
fraught  with  many  difficulties  and  that  there  is  no  simple  formula  for 
doing  it.  Some  poorly  planned  center  programs  have  gone  into  bank- 
ruptcy and  others  will,  if  they  are  not  very  careful. 

What  I  have  to  say  is  really  simple.  I  want  to  discuss  with  you 
what  a  rehabilitation  center  is  and  how  it  relates  to  rehabilitation  in 
general,  what  the  deep  currents  and  cross  currents  in  philosophy  are, 
how  they  produce  two  kinds  of  centers  with  very  different  orientation 
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and  outlook,  what  is  meant  by  a  comprehensive  center,  and  why  it 
developed.  We  shall  also  look  at  centers  all  over  the  country  to 
see  how  they  are  seeking  to  meet  community  needs,  patient  needs,  pur- 
chasing agency  needs  and  teaching  needs.  In  some  detail,  we  shall 
look  at  seven  types  of  centers  and  attempt  to  explain  why  they  are 
what  they  are.  Finally,  I  shall  make  some  suggestions  about  how  you 
can  get  help  from  the  rest  of  this  week's  program. 

All  this  will,  I  hope,  boil  down  to  the  simple  thesis  that  the 
rehabilitation  center  is  a  flexible  concept,  subject  to  many  variations 
to  meet  demonstrated  needs.  This  fact  explains  to  some  extent  the 
confusion  and  the  complaints  which  surround  centers. 


DEFINITIONS 

With  that  introduction,  let  us  look  at  rehabilitation  and  the  relation 
of  the  center  to  the  rehabilitation  process.  Rehabilitation  has  been 
well  defined  as  "the  restoration  of  the  handicapped  to  the  greatest 
physical,  social  and  economic  usefulness  of  which  they  are  capable." 
Obviously,  this  includes  all  kinds  of  handicapping  conditions  and  is 
not  limited  to  individuals  who  may  be  able  to  work.  Also  to  accom- 
plish it,  the  process  must  extend  from  the  onset  of  illness  or  injury 
until  the  maximum  adjustment  to  any  remaining  disability  is  attained. 
This  process  must  of  necessity  include  the  services  of  many  people, 
all  the  way  from  the  first  physician  to  the  last  social  worker  or  place- 
ment officer.  If  that  is  the  rehabilitation  process  and  a  rehabilitation 
center  is  a  facility,  then  its  function  is  to  facilitate  the  process  at  any 
one  or  many  points,  which  is  exactly  what  a  rehabilitation  center  is 
and  does.  But  not  all  rehabilitation  by  any  means  needs  to  or  should 
be  done  in  a  center.  The  largest  portion  can  and  should  be  done 
outside  and  is  being  done  every  day  by  vocational  rehabilitation  agen- 
cies, hospitals,  and  other  agencies. 

By  definition,  a  rehabilitation  center  is  a  facility  which  offers  a 
variety  of  services  in  the  medical,  psychological,  social,  and  vocational 
areas  in  an  integrated  manner  for  the  primary  purpose  of  advancing 
the  rehabilitation  of  the  disabled  individual.  Such  services  are  usu- 
ally of  a  concentrated,  intensive  nature  and  are  more  effective  because 
they  combine  the  thinking  and  skills  of  many  specialists. 

Since  it  will  never  be  possible  to  place  all  the  medicine  and  surgery, 
all  the  psychological  and  social  services,  all  the  vocational  training  and 
possibly  sheltered  employment  a  patient  may  need  in  one  place,  it 
logically  follows  that  many  services  will  both  precede  and  follow 
service  in  a  rehabilitation  center.  These  are  located  elsewhere  in  the 
community  and  this  requires  that  the  center's  activities  be  well  coor- 
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dinated  or  integrated  with  other  rehabilitation  services  the  disabled 
person  needs.  He  is  still  one  patient  and  his  problems  are  of  one 
piece.  It  is  we,  not  he,  who  are  obliged  to  organize  our  services  in  the 
manner  which  will  make  their  use  by  him  most  efficacious. 

From  the  point  of  view  of  the  patient,  a  center  means  that  the 
physical  restoration  he  needs,  help  with  the  problems  that  worry  him 
and  an  early  effort  at  counseling  or  training  for  a  job  can  go  forward 
concurrently. 

He  knows  little  about  the  specialties  in  rehabilitation — but  he  knows 
he  has  a  problem,  probably  the  biggest  problem  of  his  life — living  with 
a  disability. 

A  rehabilitation  center  then  contributes  to  the  rehabilitation  process 
but  should  never  be  confused  with  it.  Its  program  must  always  be 
integrated  with  what  goes  before  and  what  comes  after. 


TWO   KINDS  OF  REHABILITATION  CENTERS 

Just  because  the  rehabilitation  process  from  injury  to  final  adjustment 
is  so  long,  it  has  been  difficult  for  those  engaged  in  it  to  see  it  whole  or 
to  imagine  a  center  that  included  services  from  the  opposite  ends  of 
the  process.  The  vocational  rehabilitation  people,  accustomed  to 
buying  physical  restoration  services  from  hospitals  but  having  to  do 
their  own  counseling  and  placement,  early  wanted  a  center  that  con- 
tained vocational  training  because  that  was  something  they  couldn't 
very  well  do,  without  a  facility.  Such  centers  made  a  great  contribu- 
tion to  rehabilitation. 

Likewise,  medicine  in  recent  years  has  learned  that  it  could  make  a 
much  greater  contribution  to  rehabilitation  than  it  had  ever  suspected. 
Its  contribution  for  the  most  part  lay  in  better  physical  restoration 
procedures  and  increasing  realization  of  the  importance  of  psycho- 
social factors  in  the  rehabilitation  process.  Under  medical  auspices, 
centers  were  organized  to  furnish  these  new  and  better  services  but 
they  almost  always  left  out  any  real  attempt  to  supply  vocational 
services  in  a  coordinated  fashion. 

Both  of  these  groups,  encouraged  by  their  own  achievements,  often 
leave  the  impression  that  there  is  only  one  kind  of  rehabilitation  cen- 
ter and  one  way  to  organize  it. 

Both  the  medically  oriented  and  the  vocationally  oriented  centers 
are  needed.  There  is  more  than  enough  room  for  both  in  the  wide 
open  spaces  of  the  rehabilitation  process,  and  the  field  is  much  too  big 
for  either  one  to  monopolize.  What  orientation  your  center  needs 
depends  on  your  situation  more  than  it  does  on  the  eloquence  of  the 
advocates  of  either  kind. 
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THE  COMPREHENSIVE   CENTER 

There  have  been  strong  efforts  to  give  centers  as  wide  a  range  of  serv- 
ices as  possible.  Some  have  achieved  a  middle  ground  between  the 
specialized  medical  and  vocational  centers.  This  came  about  because 
patients  and  purchasers  of  services  were  dissatisfied  with  what  they 
got  in  narrow-based  centers  which  offered  only  vocational  training 
or  only  medical  services.  Interest  developed  in  more  concurrent  ef- 
fort :  vocational  counseling,  for  example,  to  accompany  therapy,  and 
psychological  and  social  services  to  accompany  both. 

A  pretty  good  compromise  appears  to  be  in  the  making.  A  com- 
prehensive center  can  be  heavily  oriented  to  medicine  or  vocational 
services  but  must  contain  minimum  staff  in  the  other  three  basic 
services  so  that  the  center  team  will  always  be  able  to  see  the  patient's 
whole  rehabilitation  problem.  Having  been  able  to  recognize  the 
need  for  all  the  principal  services,  it  is  but  a  short  step  to  planning  for 
those  which  are  not  offered  in  the  center.  It  should  also  be  possible 
to  facilitate  the  timely  transfer  of  disabled  persons  from  one  center 
to  another  according  to  need.  To  accomplish  this,  advocates  of  both 
types  of  centers  need  to  take  another  look  at  the  rehabilitation  process 
to  make  sure  they  are  not  confusing  the  part  with  the  whole. 


SOME   FUNDAMENTALS  IN   PLANNING 

There  is  a  great  ferment  in  center  planning.  This  is  good,  for  I  doubt 
if  anyone  knows  exactly  what  kind  and  how  many  rehabilitation 
centers  are  needed.  Much  experimentation  is  going  on  with  many 
types.  Some  are  flourishing,  some  have  trouble  keeping  their  doors 
open,  and  others  are  being  planned  and  built  in  communities  that  have 
not  yet  looked  to  see  where  the  disabled  people  are  coming  from.  In 
this  situation,  we  can  learn  much  from  observation  and  we  should  not 
be  too  much  alarmed  at  the  waste  and  confusion  incident  to  this  learn- 
ing although  we  would  all  do  well  to  apply  quickly  what  can  be  learned 
now.    That  is  one  reason  for  this  Institute. 

Centers  have  four  principal  reasons  for  being.  The  most  important 
of  these  is  to  meet  patient  needs.  In  every  community  there  is  an  un- 
determined number  of  handicapped  people  who  could  profit  from  a 
center.  All  centers  hope  and  expect  to  make  a  big  contribution  to  pa- 
tient need  but  planners  are  often  extremely  vague  on  who  these 
patients  are,  and  how  they  are  to  get  to  the  center.  Often  also  they 
tend  to  think  too  much  of  one  type  of  disability  such  as  the  orthopedic 
group,  and  ignore  the  cardiacs,  the  tuberculous  and  the  mental  patients. 
Also,  they  seem  to  be  unaware  of  the  fact  that  each  day  more  and  more 
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services  are  becoming  available  to  orthopedic  patients  in  facilities 
other  than  centers. 

Centers  try  to  meet  community  needs  and  indeed  they  must  if  they 
are  to  succeed.  Seldom  are  all  community  needs  clearly  recognized  and 
presented  to  the  planners.  More  likely,  some  one  group  such  as  the 
mentally  retarded,  the  cerebral  palsied,  or  the  disabled  welfare  cases 
are  the  clearly  recognized  need  backed  up  by  community  pressure  and 
funds  for  facilities  and  program.  Centers  do  well  to  capitalize  on 
such  pressures,  for  the  center  concept  is  not  limited  to  orthopedic 
cases  requiring  physical  medicine  as  some  assume.  Kehabilitation 
centers  must  be  responsive  to  expressed  community  needs  whatever 
they  may  be. 

Centers  also  try  to  meet  needs  of  purchasing  agencies.  If  they  don't, 
bankruptcy  quickly  stares  them  in  the  face.  Some  try  to  promote  and 
sell  their  preconceived  ideas  of  what  purchasing  agencies  need. 
Others,  and  they  are  more  successful,  sit  down  with  purchasers  and 
try  to  identify  needs  that  can  be  met  in  the  center.  This  sometimes 
means  a  sacrifice  of  the  principle  of  total  treatment  and  sound  inte- 
gration procedures  in  the  center  but,  in  the  long  run,  it  will  make  for 
better  use  of  centers  to  do  the  many  things  they  can  do  better  than 
purchasing  agencies  can  do  by  "shopping  around."  However,  the 
purchasers  have  to  see  this  first.  All  centers  are  finding  that  they  can- 
not depend  on  private  patient  fees  to  finance  their  programs. 

Finally,  some  centers,  keenly  aware  of  the  shortages  of  personnel 
in  every  phase  of  rehabilitation,  are  striving  to  meet  some  of  the  needs 
for  training.  Were  it  not  for  these  few,  the  plight  of  the  others  would 
indeed  be  desperate.  Government  agencies  and  foundations  are  in- 
creasing their  help  to  this  kind  of  activity  and  would  increase  it  far 
more  if  more  centers  were  prepared  to  undertake  it.  The  responsi- 
bility to  train  is  fundamental  and  every  planner  should  consider  it  at 
the  earliest  possible  point  in  his  program.  The  same  can  be  said  for 
research,  although  it  seems  probable  that  really  good  research  in  any 
appreciable  number  of  centers  is  still  at  least  10  years  away. 


TYPES  OF  CENTERS 

Of  the  many  types  of  centers,  all  are  deeply  affected  by  the  setting  in 
which  they  operate  and  each  has  developed  certain  characteristics 
which  sets  it  apart  from  other  centers.  Many  classifications  are  pos- 
sible. The  following  I  find  convenient  but  not  entirely  mutually 
exclusive.  Commonly  heard  objections  to  each  type,  as  well  as  strong 
points,  will  be  noted. 
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The  Treatment  Center 

The  treatment  center  is  the  first  of  these.  These  are  usually  very  small 
institutions  and  most  often  have  a  narrow  range  of  services.  They 
frequently  begin  with  only  physical  therapy  and  occupational  therapy 
services,  do  not  have  a  medical  director,  and  do  work  on  the  prescrip- 
tion of  referring  physicians  only.  They  tend  to  limit  their  work  to 
orthopedic  cases.  They  are  relatively  inexpensive,  limited  to  out- 
patients and  usually  operated  by  nonprofit  corporations  established 
for  the  purpose.  Their  community  support  and  relations  are  quite 
strong.  They  frequently  come  into  being  because  physical  medicine 
services  in  the  community  hospitals  are  underdeveloped.  As  more 
hospitals  establish  physical  medicine  departments  of  good  quality, 
these  centers  face  a  crisis  in  their  development.  Some  have  steadily 
over  the  years  added  to  their  services,  adding  speech  therapy,  social 
service,  a  medical  director  and,  more  recently,  prevocational  programs 
and  sheltered  workshops.  These  develop  into  comprehensive  com- 
munity centers  which  are  discussed  later. 

Objections  most  frequently  heard  to  treatment  centers  as  a  class 
are  that  they  lack  adequate  medical  direction,  or  that  they  cannot 
serve  patients  early  enough  because  of  a  lack  of  beds. 

The  trend  toward  more  physical  medicine  in  hospitals  and  toward 
comprehensive  centers  is  forcing  changes  in  this  type  of  center.  Its 
future  appears  to  depend  on  its  flexibility  in  expansion,  its  strong 
community  support,  its  ability  to  deal  effectively  with  other  than 
orthopedic  cases,  and  its  suitability  to  the  smaller  community. 

Examples  of  treatment  centers  in  successful  operation  are  the  many 
sponsored  by  the  National  Society  for  Crippled  Children  and  Adults, 
which  is  the  best  source  of  information  about  them.  Evansville  is 
a  good  example  of  these. 

Examples  of  comprehensive  centers  which  began  as  treatment  cen- 
ters are  the  Hartford  Rehabilitation  Center,  Crossroads  Rehabilita- 
tion Center,  and  the  May  T.  Morrison  Center  for  Rehabilitation. 

The  Medical  Rehabilitation  Center 

The  medical  rehabilitation  center  is  the  second  type.  They  are  of 
more  recent  origin  and,  for  the  most  part,  are  an  expression  of  the 
increasing  importance  attributed  to  the  new  medical  specialty  of 
physical  medicine  and  rehabilitation.  Because  of  their  setting  in  a 
hospital  or  a  medical  school,  they  emphasize  very  early  introduction 
of  rehabilitation  procedures  in  medical  care.  Some  of  them  have 
developed  unusually  good  facilities  for  diagnosis  and  many  engage 
in  training  programs.  Their  greatest  contribution  has  been  in  phys- 
ical restoration,  particularly  with  the  severely  disabled  such  as  para- 
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plegics  and  hemiplegics.  They  have,  thus  far  as  a  class,  been  slow 
to  serve  extensively  the  tuberculous,  cardiacs,  epileptics  or  the  mentally 
retarded.  Their  contribution  to  physical  restoration  has  been  great. 
Despite  outstanding  exceptions,  they  have,  for  the  most  part,  only 
slowly  introduced  psychological  and  social  services,  often  not  on  a 
concentrated  basis.  Their  contribution  in  the  way  of  vocational  serv- 
ices, with  one  or  two  exceptions,  has  been  insignificant,  one  reason 
being  that  such  service  requires  considerable  space,  which  is  expensive 
in  hospitals,  and  another  being  their  greater  interest  in  the  medical 
side  of  rehabilitation  and  their  tendency  to  think  of  rehabilitation  as 
a  medical  specialty  rather  than  as  a  long  process.  They  make  a  great 
contribution  to  education  of  the  medical  profession  because  of  their 
close  connection  with  it. 

Those  who  object  to  this  general  type  say  that  they  are  expen- 
sive, hold  too  narrow  a  view  of  rehabilitation — causing  them 
to  underestimate  psychological,  social  and  vocational  needs — and  that 
they  discharge  patients  as  rehabilitated  when  only  physical  restora- 
tion has  been  accomplished. 

The  number  of  these  centers  is  increasing.  The  medical  standards 
in  them  are  rising,  and  on  the  whole  exceed  those  in  other  types. 
They  are  being  encouraged  by  the  leaders  in  the  group  to  become 
comprehensive  at  least  to  the  extent  of  having  enough  services  in  the 
psychological,  social  and  vocational  areas  to  identify  the  patient's 
problems  so  that  planning  for  transfer  to  other  types  of  centers  will 
increase.  As  a  group  they  are  probably  in  the  best  position  to  con- 
tribute to  training  and  research. 

Examples  of  successful  medical  rehabilitation  centers  are :  The  Insti- 
tute of  Physical  Medicine  and  Eehabilitation,  New  York  City;  the 
University  of  Pennsylvania  Medical  School;  the  University  of  Min- 
nesota Medical  School;  Louisville  Eehabilitation  Center;  Boston 
Dispensary,  Boston ;  the  Ohio  State  University  Center ;  Kessler  Insti- 
tute for  Eehabilitation  (medical  center  but  not  part  of  a  hospital). 

The  Community  Center 

A  third  type  is  the  community  center.  These  are  of  several  varieties ; 
many  have  developed  out  of  more  limited  treatment  centers,  and  most 
offer  a  fairly  wide  range  of  services.  They  are  operated  by  nonprofit 
corporations  and  are  notable  for  flexibility  in  planning  and  increasing 
attention  to  psychological,  social,  and  to  some  extent,  vocational  pro- 
grams. They  are  often  outpatient  centers,  although  a  number  have 
beds  and  others  are  adding  them.  They  usually  are  freestanding, 
although  some  are  actually  located  in  other  institutions,  such  as  hos- 
pitals. The  medical  direction  in  these  centers  has  increased  greatly 
in  the  past  5  years. 
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Most  frequent  objection  to  them  as  a  class  is  that  they  still  concen- 
trate too  much  on  orthopedic  disabilities  which  might  be  better  served 
in  medical  centers  and  that  because  many  are  organized  on  an  out- 
patient basis,  they  cannot  start  rehabilitation  procedures  early  enough. 
Also,  there  is  criticism  of  their  limited  vocational  offerings,  although 
the  trend  appears  to  be  for  more  of  this  service. 

Examples  of  community  centers  are:  Rehabilitation  Institute  of 
Chicago;  Bay  State  Medical  Rehabilitation  Clinic;  Rehabilitation 
Institute  of  Metropolitan  Detroit ;  The  Rehabilitation  Institute,  Kan- 
sas City;  Milwaukee's  Curative  Workshop;  Institute  for  the  Crip- 
pled and  Disabled,  New  York  City ;  Portland  Rehabilitation  Center, 
Portland,  Oreg. ;  Harmarsville,  Pa.;  and  Vancouver,  British 
Columbia. 

The  Insurance  and  Compensation   Center 

The  insurance  and  compensation  center  is  a  fourth  type.  Many  have 
expounded  the  economic  benefits  of  rehabilitation,  both  to  the  patient 
and  to  society,  but  it  was  the  insurance  companies  which  put  rehabili- 
tation centers  to  the  very  practical  test  on  that  score.  Centers  have 
been  organized  by  an  insurance  company.  Liberty  Mutual,  and  by 
workmen's  compensation  agencies.  In  general,  these  have  heavily 
emphasized  medical  elements  in  their  programs  but  have  operated 
outside  of  hospitals.  The  two  Liberty  Mutual  Centers  and  the  center 
operated  by  Workmen's  Compensation  in  the  State  of  Washington  are 
outpatient.  The  Workmen's  Compensation  Board  of  Ontario  pio- 
neered the  insurance  center  on  this  continent  and  has  contributed  much 
to  the  thinking  of  all  rehabilitation  centers.  British  Columbia  has 
recently  completed  construction  of  a  new  workmen's  compensation 
center.  Only  those  workmen's  compensation  agencies  that  operate 
what  is  known  as  "a  State  fund"  are  in  a  position  to  operate  centers 
and  these  are  relatively  few  in  number.  Most  State  workmen's  com- 
pensation agencies  supervise  the  activities  of  private  carriers.  Pri- 
vate carriers  appear  to  prefer  to  buy  services  in  existing  centers  rather 
than  operate  their  own.  Liberty  Mutual,  which  operates  two  success- 
ful centers  for  its  own  claimants,  nevertheless  is  a  very  extensive 
purchaser  of  services  from  other  centers. 

Insurance  centers  concentrate  largely  on  orthopedic  conditions,  they 
being  the  most  common  result  of  industrial  accidents.  They  have 
given  little  emphasis  to  psychosocial  factors.  The  insurance  agencies 
have  a  convenient  doUar-and-cents  measure  of  the  cost  of  continued 
disability  and  are  alert  to  measures  which  shorten  it  even  in  relatively 
minor  cases. 

It  appears  that  these  centers  were  mostly  set  up  because  no  other 
suitable  facilities  were  available.  As  more  good  centers  develop,  it 
seems  probable  that  insurance  companies  will  prefer  to  purchase 
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service  rather  than  operate  their  own  centers.  In  Canada,  the  insur- 
ance laws  are  such  that  agency-operated  centers  will  continue  and 
probably  expand  in  number. 

State  Vocational  Rehabilitation  Centers 

A  fifth  type  is  the  vocational  rehabilitation  center.  Since  194Y  when 
the  Woodrow  Wilson  Rehabilitation  Center  was  established,  there  has 
been  a  lively  interest  among  State  rehabilitation  agencies  in  centers 
designed  to  meet  their  particular  needs.  Vocational  training  is  often 
needed  and  often  supplied  by  vocational  rehabilitation  agencies.  Vo- 
cational schools  and  industry  frequently  will  not  adapt  their  facilities 
or  courses  to  the  training  needs  of  physically  handicapped  people. 
Thus,  the  vocational  rehabilitation  agencies  look  with  favor  on  a 
center  operated  within  the  agency  which  also  includes  medical, 
psychological,  and  prevocational  elements. 

The  Woodrow  Wilson  Rehabilitation  Center,  operated  by  the  State 
of  Virginia,  places  a  heavy  emphasis  on  vocational  training,  keeping 
some  patients,  or  students  as  they  insist,  for  as  long  as  18  months. 
Upon  discharge  they  are  fully  prepared  for  employment  in  a  particu- 
lar trade  or  occupation.  One  of  the  reasons  for  the  success  at  Wood- 
row  Wilson  Rehabilitation  Center  is  its  relatively  low  per  diem 
charges.  It  is  always  full  of  patients  and  is  now  expanding  to  a 
capacity  of  500. 

Pennsylvania  is  building  a  similar  center  and  Oklahoma  operates 
one  on  only  a  slightly  different  pattern.  West  Virginia  has  estab- 
lished a  small  center  of  this  type  this  year. 

The  Iowa  agency  has  a  center  whose  emphasis  is  on  the  personal 
adjustment  of  severely  disabled  clients  referred  to  the  vocational  re- 
habilitation agency.  Services  consist  of  training  in  demands  of  daily 
living,  speech,  and  highly  organized  vocational  tryouts  designed  to 
measure  tolerance,  develop  work  habits  and  in  other  ways  help  the 
vocational  rehabilitation  counselor  to  plan  wisely  with  the  client.  It 
serves  about  190  persons  per  year.     Costs  are  quite  moderate. 

This  program  may  well  interest  other  vocational  rehabilitation 
agencies  whose  counselors  find  it  difficult  to  cope  effectively  on  a  coun- 
seling basis  only,  with  the  varied  problems  presented  by  the  severely 
disabled. 

These  centers  are  all  well  patronized  by  vocational  rehabilitation 
agencies  because  they  are  meeting  needs  of  the  agency  and  because 
they  are  less  expensive.  Some  of  them  draw  patients  from  as  far  as 
2,000  miles. 

Criticism  most  often  heard  of  these  centers  is  that  they  get  patients 
too  late  for  maximum  physical  restoration ;  however,  more  State  vo- 
cational rehabilitation  agencies  are  using  them,  often  sending  the 
patient  first  to  a  medical  rehabilitation  center.     This  is  a  good  ex- 
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ample  of  passing  clients  from  one  center  to  another  on  the  basis  of 
need.  It  should  be  pointed  out  also  that  one  of  the  handicaps  of 
vocational  rehabilitation  agencies  generally  is  that  they  do  not  get 
early  referrals  to  the  extent  desired.  These  centers  tend  to  locate 
in  rural  areas  far  from  medical  centers  and  are  therefore  often  criti- 
cized on  their  medical  programs. 

Sheltered  Workshops  as  Centers 

The  dividing  line  between  centers  and  sheltered  shops  tends  to  dis- 
appear. Centers  add  shops  to  their  programs  and  shops  add  medical, 
social  and  psychological  services.  Also,  many  sheltered  shops  seek  to 
discard  their  earlier  emphasis  on  terminal  employment  and  to  sub- 
stitute preparation  through  employment  for  work  in  outside  competi- 
tive industry.  An  example  of  this  type  is  the  Detroit  League  for  the 
Handicapped. 

In  recent  years,  Goodwill  Industries  has  shown  increasing  interest 
in  rehabilitation.  A  few  local  Goodwill  Industries  have  expanded 
their  programs  to  include  medical,  psychological  and  social  services  to 
become  rehabilitation  centers.  Without  exception,  they  stress  voca- 
tional elements  such  as  sheltered  employment  and  frequently  devise 
prevocational  and  exploratory  tryouts  in  their  industrial  operations. 
In  such  centers,  there  is  increasing  emphasis  on  developing  work  toler- 
ance, work  habits  and  eventual  graduation  to  outside  employment. 
The  problem  of  adequate  support  is  eased  in  these  centers  due  to  the 
"built-in  income  producer"  represented  in  their  salvage  operations. 

Those  who  dislike  this  type  say  that  many  still  underestimate 
what  can  be  done  with  medical  procedures  and  that  employee 
wages  are  often  low.  Actually,  these  centers,  in  their  great  contrast 
to  the  medical  centers,  offer  a  compelling  argument  against  the  idea 
that  a  rehabilitation  center  is  a  rehabilitation  center  and  always  is 
the  same  everywhere. 

Examples  are:  Dayton  and  Cincimiati,  Ohio;  Los  Angeles,  Calif., 
and  Washington,  D.  C. 

The  Single  Disability  Center 

The  seventh  type  is  the  single  disability  center. 

The  most  common  single  disability  centers  are  those  for  the  blind. 
Many  of  them  are  operated  by  State  vocational  rehabilitation  agencies. 
Formerly  called  adjustment  centers,  their  chief  emphasis  is  on  adjust- 
ment to  blindness.  They  have  little  or  no  medical  element  except 
psychiatric.  They  have  heavy  psychosocial  and  prevocational  com- 
ponents plus  practical  skills  such  as  travel  training.  They  seldom  en- 
gage in  vocational  training  and  insist  on  a  limited  stay  for  adjustment 
purposes,  usually  about  90-120  days. 
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Examples  are:  Kansas,  North  Carolina,  Florida,  Brooklyn,  and 
Boston. 

Single  disability  centers  for  speech  and  hearing  disabilities  are  be- 
coming more  common.    Examples  are:  Cleveland  and  Nashville. 

There  are  scattered  efforts  to  build  centers  for  the  cerebral  palsied, 
mental  patients,  and  mentally  retarded. 

An  Experimental  Type 

An  experimental  type  is  being  tried  in  Cincinnati,  where  Goodwill 
Industries  has  operated  a  center  for  a  number  of  years.  In  planning 
a  new  building,  they  conceived  the  idea  of  trying  to  take  the  advantages 
of  center  service  to  rural  communities,  within  a  radius  of  75  miles. 
On  the  theory  that  good  service,  integrated,  comprehensive  rehabilita- 
tion service,  could  be  taken  to  the  small  towns,  5  branches  were  planned. 
Each  of  these  is  based  upon  a  Goodwill  store  which  is  used  as  an  outlet 
for  their  merchandise.  Each  of  these  became  also  a  referral  center. 
A  medical  advisory  committee  of  local  doctors  was  organized.  An 
advisory  committee  of  local  citizens  was  also  set  up.  A  small  sheltered 
shop  will  be  operated  in  each,  the  theory  being  that  the  patient  first 
goes  to  a  hospital  in  Cincinnati  75  miles  away,  then  to  the  main  re- 
habilitation center  and  then  is  promptly  discharged  out  to  the  branch 
for  followup  and,  if  necessary,  temporary  sheltered  employment  near 
his  family  and  friends.  A  visiting  team,  operating  on  a  strict  schedule 
and  consisting  of  a  physician,  physical  therapist,  social  worker, 
psychologist,  occupational  therapist  and  the  vocational  rehabilitation 
counselor,  visits  each  branch  at  regular  intervals.  Some  visit  oftener 
than  others  but  all  are  present  as  a  team  at  least  once  a  month. 

In  the  branch  the  team  has  two  functions — to  evaluate  new  patients 
referred  from  various  sources  and  determine  whether  they  need  treat- 
ment at  the  main  center,  and  to  supervise  and  follow  up  patients  now 
served  in  the  branch. 

The  reaction  of  the  local  doctors  and  citizens  has  been  good.  They 
seem  to  feel  that  this  thing  called  rehabilitation,  often  read  about  in 
professional  and  popular  journals,  is  now  within  their  grasp,  as  a 
tangible  service  in  their  communities.  All  patients  served  are  auto- 
matically referred  to  vocational  rehabilitation. 

It  is  much  to  early  to  evaluate  this  experiment  but  it  may  produce 
a  practical  method  of  bringing  the  advantages  of  rehabilitation  center 
services  to  rural  areas. 

With  this  summary  of  seven  types  of  centers,  it  should  be  evident 
that  rehabilitation  centers  can  differ  greatly  in  scope,  setting,  emphasis 
and  function  and  still  be  rehabilitation  centers.  What  has  not  been 
settled  to  anyone's  satisfaction  yet  is  whether  centers  and  their  staffs 
will  be  mature  enough,  and  secure  enough  in  their  roles,  to  freely  and 
promptly  pass  patients  on  to  another  type  when  indicated.    Unless 
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they  do,  all  will  suffer  and  the  patient  will  suffer  most  of  all.  Any 
center  that  "holds"  patients  or  persists  in  thinking  that  it  alone  has 
completed  the  rehabilitation  process  will  merit  the  censure  of  its  peers 
and  reap  closer  supervision  and  direction  from  its  purchasing  agencies. 
As  more  centers  develop  throughout  the  country,  these  controls  are 
likely  to  become  of  far  greater  importance  than  heretofore.  An  ex- 
ample can  be  seen  now  in  the  preference  of  vocational  rehabilitation 
agencies  for  centers  that  provide  good  vocational  services  and  the 
complaints  from  various  agencies  that  medical  rehabilitation  centers 
get  patients  on  their  feet  only  to  retrogress  in  a  few  weeks  because 
next  steps  were  not  provided.  We  have  talked  much  of  teamwork  be- 
tween disciplines  in  a  center.  May  we  not  hear  even  more  in  the  future 
about  teamwork  betwen  centers  ? 


SUGGESTIONS  FOR   USE  AT  THIS   INSTITUTE 

In  this  Institute  both  the  Conference  of  Rehabilitation  Centers  and 
the  Office  of  Vocational  Rehabilitation  have  believed  that  it  was  a  good 
device  for  making  available  to  all  much  of  the  practical  experience 
gained  by  many  in  planning  and  operating  centers.  If  you  came  here 
expecting  to  take  home  a  blueprint  you  will  be  disappointed.  If  you 
came  prepared  to  try  to  understand  and  evaluate  a  lot  of  information 
which  may  be  further  evaluated  and  related  to  your  community  then 
your  reward  may  be  great.  You  should  know  your  community  and 
your  needs.  From  the  formal  lectures  and  especially  from  the  clinics 
and  informal  conferences,  you  should  secure  much  information  and 
help  from  experienced  people.  From  all  of  this  you  can  begin  to  sort 
out,  classify  and  plan,  in  close  cooperation  with  vocational  rehabilita- 
tion, health  departments  and  all  the  other  interested  agencies  in  your 
community,  the  center  you  need. 

I  commend  to  you  this  short  statement  about  the  nature  of  a  rehabili- 
tation center  as  you  set  about  your  planning. 

A  rehabilitation  center  is  a  thing  of  balanced  functions  and  dynamic 
teauty,  never  copied,  never  stolen,  'but  created  anew  in  each  community 
to  fulfill  the  hopes  of  the  disabled  and  the  dreams  of  the  able. 

The  full  names  and  addresses  of  centers  cited  in  this  paper  are : 

TREATMENT  CENTERS 

The  Rehabilitation  Center  Crossroads  Rehabilitation  Center 

3114   East  Chandler  Avenue  3242  Sutherland  Avenue 

Evansville,  Indiana  Indianapolis,  Indiana 

Hartford      Rehabilitation  Center,  May   T.    Morrison    Center   for    Re- 

Inc.  habilitation 

2  Holcomb  Street  1630  Mission  Street 

Hartford,  Connecticut  San  Francisco,  California 
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MEDICAL  REHABILITATION  CENTERS 


Institute  of  Physical  Medicine  and 

Rehabilitation 
400  East  34th  Street 
New  York,  New   York 

Rehabilitation   Center   of   the  Hos- 
pitals of  the  University  of  Penn- 
sylvania 
36th  and  Spruce  Street 
Philadelphia,    Pennsylvania 

University  of  Minnesota  Rehabili- 
tation Center 

University  of  Minnesota  Medical 
School 

Minneapolis,  Minnesota 


Rehabilitation  Center,  Inc. 
340  East  Madison  Street 
Louisville,  Kentucky 

Boston  Dispensary  and  Rehabilita- 
tion Institute 
25  Bennet  Street 
Boston,  Massachusetts 

Ohio  Rehabilitation  Center 
Ohio  State  University 
Columbus,  Ohio 

Kessler  Institute  of  Rehabilitation 
Pleasant  Valley  Way 
West  Orange,  New  Jersey 


STATE  VOCATIONAL  REHABILITATION  CENTERS 

Wilson      Rehabilitation 


Woodrow 
Center 
Fishersville,  Virginia 

The  Rehabilitation  Center 
School   of  Technical   Trainin: 
Oklahoma  A  &  M  College 
Okmulgee,  Oklahoma 


West  Virginia   Rehabilitation   Cen- 
ter and  Workshop 
Institute,  West  Virginia 

Iowa     Vocational     Rehabilitation 

Training  Center 
1029  Des  Moines  Street 
Des  Moines,  Iowa 


SHELTERED  SHOPS 


Detroit     League    for     the     Handi- 
capped, Inc. 
1401  Ash  Street 
Detroit,  Michigan 

Goodwill  Industries  of  Dayton 
201  West  Fifth  Street 
Dayton  2,  Ohio 

Ohio    Valley    Goodwill    Industries 

Rehabilitation  Center 
304  West  Court  Street 
Cincinnati,  Ohio 


Goodwill     Industries    of     Southern 

California,  Inc. 
342  San  Fernando  Road 
Los  Angeles  31,  California 

Davis    Memorial     Goodwill    Indus- 
tries   Rehabilitation    Center 
1229  20th  Street  NW. 
Washington,  D.  C. 


SINGLE  DISABILITY  CENTERS,  BLIND 


Rehabilitation  Center  for  the  Adult 

Blind 
6th  and  MacVicar 
Topeka,  Kansas 

North  Carolina  Rehabilitation  Cen- 
ter for  the  Blind 
Butner,  North  Carolina 

Florida  Council  for  the  Blind 
Adjustment  Training  Center 
Holly    Hill     (Daytona    Beach), 
Florida 


Industrial  Home  for  the  Blind 
57  Willoughby  Street 
Brooklyn,  New  York 

St.    Paul's   Rehabilitation   Center 
770  Centre  Street 
Newton,  Massachusetts 
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COMMUNITY  TYPE  CENTERS 


Rehabilitation  Institute  of  Cliicago 
401  East  Oliio  Street 
Chicago,  Illinois 

Bay    State    Medical    Rehabilitation 

Clinic 
255  Charles  Street 
Boston,  Massachusetts 

Rehabilitation    Institute    of   Metro- 
politan Detroit 
8811  Hamilton  Avenue 
Detroit,  Michigan 

The  Rehabilitation  Institute 
3600  Troost  Street 
Kansas  City,  Missouri 

Curative    Workshop    of   Milwaukee 
750  North  18th  St. 
Milwaukee,  Wis. 


Institute  for  the  Crippled  and  Dis- 
abled 
400  First  Avenue 
New   York,   New   York 

Portland  Rehabilitation  Center 
1615  S.  W.  14th  Avenue 
Portland,  Oregon 

Harmarville    Rehabilitation    Center 

Ridge  Road 

Pittsburgh,  Pennsylvania 

G.  E.  Strong  Rehabilitation  Centre 
900  West  27th  Avenue 
Vancouver,  B.  C,  Canada 


INSURANCE  CO.  CENTERS 


Liberty  Mutual  Boston  Rehabilita- 
tion Center 
691  Boylston  Street 
Boston,  Massachusetts 


Liberty     Mutual     Rehabilitation 

Center 
9  South  Wacker  Drive 
Chicago,  Illinois 


WORKMEN'S  COMPENSATION  CENTERS 


Department    of    Labor    and    Indus- 
tries Rehabilitation  Center 
708  Fourth  Avenue 
Seattle  4,  Washington 


Workmen's  Compensation  Board 
Hospital  and  Rehabilitation 
Center 

Malton,  Ontario,  Canada 


SPEECH  AND  HEARING  CENTERS 


Bill  Wilkerson  Hearing  and  Speech 

Center 
Nashville,  Tennessee 


Cleveland    Hearing   and    Speech 

Center 
Western  Reserve  University 
Garfield  House 
11206  Euclid  Avenue 
Cleveland,  Ohio 
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The  Measurement  of 

Rehabilitation  Needs  in  a  Community 

hy  HUGH  B.  SPIER 

Chiefs  State  Plan  and  Plan  Development  Section,  Division 
of  Hospital  and  Medical  Facilities,  Public  Health  Service, 
U.  S.  Department  of  Health,  Education,  and  Welfare,  Wash- 
ing ton,  D.  G. 

PLANNING  FOE  rehabilitation  centers  should  be  based  on  a 
thorough  survey  of  the  rehabilitation  needs  of  the  community.  New 
or  expanded  facilities  may  not  be  justified  unless  they  will  make  pos- 
sible needed  services  that  are  not  now  available  or  will  make  existing 
services  more  effective  or  more  economical. 

Rehabilitation  needs  represent  all  of  the  facilities  and  services 
necessary  to  restore  the  disabled  to  the  fullest  physical,  mental,  social, 
vocational  and  economic  usefulness,  of  which  they  are  capable.  The 
measurement  of  these  needs  involves  a  determination  of  the  number 
of  disabled  persons  in  the  community  for  whom  rehabilitation  is 
feasible.  A  determination  must  also  be  made  of  the  kinds  of  disabil- 
ities these  persons  have  and  the  services  required  for  their  rehabilita- 
tion. These  data  are  essential  in  assessing  the  adequacy  of  existing 
resources.  The  additional  facilities  and  services  needed  may  be  de- 
termined by  comparing  existing  resources  with  the  volume  and  kinds 
of  services  that  should  be  available. 

Before  attempting  to  determine  the  number  of  handicapped  in  the 
community,  it  is  necessary  to  decide  what  constitutes  disability  and 
what  population  group  is  to  be  included  in  the  study.  A  definition 
that  has  had  wide  acceptance  reads  as  follows :  "A  disabled  person  is 
an  individual  who  has  a  physical  or  mental  condition  which,  to  a  ma- 
terial degree,  limits,  contributes  to  limiting,  or  if  not  otherwise  cor- 
rected, will  probably  result  in  limiting  the  individual's  performance 
or  activities  to  the  extent  of  constituting  a  substantial  physical,  mental 
or  vocational  handicap  (i)." 


SERVICE  AREA 

With  respect  to  the  population  group,  rehabilitation  facilities  serve 
not  only  the  handicapped  of  the  community  where  located  but  also 
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those  in  the  surrounding  territory.  The  rehabilitation  service  area, 
therefore,  is  the  area  from  which  patients  come  or  are  expected  to 
come  to  utilize  community  resources.  For  certain  services  this  area 
may  be  the  entire  State  and  even  neighboring  States. 

Determining  the  service  area  for  existing  facilities  and  services  pre- 
sents no  problem.  The  area  served  will  be  evident  from  a  study  of 
patient  records.  If  a  new  facility  is  contemplated  and  there  has  been 
no  previous  operating  experience,  both  regional  as  well  as  community 
service  should  be  considered. 

The  first  step  in  determining  the  service  area  is  to  consult  the  State 
Plan  for  Hospitals  and  Other  Medical  Facilities.  The  plan  is  pre- 
pared by  the  State  agency  responsible  for  administering  the  Hospital 
and  Medical  Facilities  Survey  and  Construction  Program  (Hill- 
Burton  Program).  It  contains  a  rehabilitation  section  which  shows 
existing  facilities  and  services.  It  also  shows  the  location  of  proposed 
new  facilities  and  the  areas  to  be  served  by  existing  and  proposed 
facilities. 

If  your  community  is  proposed  as  a  rehabilitation  center  location, 
the  area  in  the  State  plan  should  be  surveyed  to  determine  the  interest 
in  new  rehabilitation  facilities.  Information  should  be  requested 
from  rehabilitation  agencies  and  welfare  organizations,  from  phy- 
sicians, hospitals  and  clinics  as  to  whether  or  not  their  patients  would 
be  referred  to  the  new  facility.  It  is  also  desirable  to  have  an  expres- 
sion of  interest  on  the  part  of  leading  industries  and  labor  unions  in 
the  area,  welfare  agencies,  as  well  as  insurance  companies.  The  re- 
plies will  indicate  whether  or  not  the  area  shown  in  the  plan  should 
be  modified.  They  may  also  assist  in  determining  the  size  of  the  facil- 
ity, the  staff  needed  and  possible  sources  of  income. 

When  the  area  has  been  delineated,  a  statement  should  be  prepared 
covering  its  socioeconomic  aspects.  It  is  important  to  know  popula- 
tion characteristics  such  as  urban  or  rural,  number  of  persons  in  the 
various  age  groups,  wealth,  etc.  in  order  to  compare  it  with  other 
communities  where  the  rehabilitation  needs  have  been  studied.  The 
presence  of  heavj^  industry,  mining  or  other  characteristics  which 
might  tend  to  increase  the  number  of  disabled  over  a  similar-sized 
population  should  be  noted. 

Smaller  communities  within  the  service  areas  in  the  State  plan  should 
have  a  rehabilitation  program.  A  general  hospital  and  a  vocational 
school  may  be  coordinated  to  provide  services  that  would  meet  the  needs 
of  a  large  percentage  of  the  handicapped.  "While  the  severely  disabled 
would  have  to  be  referred  to  a  community  with  more  comprehensive 
services,  such  a  program  permits  rehabilitation  to  begin  as  soon  as 
possible  after  injury  or  illness.  It  is  important  to  avoid  delay  with 
the  resultant   discouragement   and   dependency.     A   coordinator   is 
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needed  to  guide  patients  to  existing  facilities  and  services  in  the  com- 
munity and  to  services  in  larger  centers  of  population  {2). 

In  some  States,  a  local  representative  of  the  State  Eehabilitation 
Agency  may  serve  as  coordinator  in  the  smaller  communities.  Co- 
ordination through  a  family  service  unit  has  been  proposed  for  Hagers- 
town,  Md.,  a  community  not  unlike  those  described  above.  The  pro- 
posal was  made  in  the  report  of  a  survey  by  Community  Research  As- 
sociates, Inc.  of  New  York  titled  "The  Prevention  and  Control  of 
Indigent  Disability  in  Washington  County,  Md.  {3) ." 

The  rehabilitation  program  in  communities  too  small  to  support  a 
hospital  should  include  case  finding  through  periodic  clinics  or  mobile 
units.  Health  departments  in  certain  rural  communities  have  pro- 
vided outpatient  rehabilitation  services  for  children.  This  local  serv- 
ice avoids  having  these  children  away  from  home  for  long  periods  {Jf). 


ESTIMATES  OF  THE  NUMBER  OF  CHRONICALLY  ILL  AND  DISABLED 

Door-to-Door  Survey 

An  estimate  of  the  number  of  handicapped  individuals  in  a  community 
and  its  service  area  may  be  based  on  information  gathered  through 
visits  to  households.  Data  on  disabilities  gained  through  interviews 
in  a  random  sample  of  the  families  may  be  projected  to  the  population 
of  the  area. 

All  example  of  the  type  of  data  gathered  and  the  organization  neces- 
sary for  a  door-to-door  survey  of  the  handicapped  is  contained  in  a 
report  of  the  1956  El  Paso  County  Health  Survey,  El  Paso  County, 
Colo.  The  objective  of  the  survey  was  to  obtain  statistical  information 
on  the  chronically  ill  and  aged.  Visits  were  made  to  13,560  households 
which  represented  nearly  40,000  persons  or  46  percent  of  the  county's 
population.  Based  on  this  sample,  it  is  estimated  that  3.6  percent 
of  the  county's  population  are  handicapped.  The  report  gives  the 
10  chronic  illnesses  found  to  be  most  prevalent  in  the  county  by  age 
group  and  by  sex.  The  most  prevalent  was  arthritis,  followed  by 
heart  disease. 

The  establishment  of  a  rehabilitation  center  was  1  of  the  43  recom- 
mendations of  the  report. 

The  survey  was  initiated  by  the  health  committee  of  the  Colorado 
Springs  Chamber  of  Commerce.  It  was  financed  through  a  grant 
from  the  W.  K.  Kellogg  Foundation  and  an  appropriation  by  the 
county  commissioners.  The  study  was  completed  in  1  year  and  re- 
quired 35,000  man-hours.  Household  interviews  were  conducted  by 
800  volunteers  {5). 
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It  will  be  noted  from  the  report  of  the  El  Paso  County  Health  Sur- 
vey that  a  door-to-door  survey  is  a  laborious,  time-consuming  and 
costly  process.  In  addition  to  the  problem  of  counting  the  number 
of  persons  who  indicate  to  the  interviewer  that  they  have  a  disability, 
there  should  be  a  followup  medical  examination  and  other  evaluations 
in  order  to  determine  whether  their  disability  is  severe  enough  to  be  a 
substantial  handicap  and  whether  they  can  benefit  from  rehabilitation. 

Comparisons  With  Other  Communities 

If  a  household  survey  is  not  feasible,  an  estimate  of  the  number  of 
chronically  ill  and  disabled  may  be  based  on  the  findings  of  similar 
studies  made  elsewhere.  Two  studies  by  the  Commission  on  Chronic 
Illness  will  be  ready  for  publication  this  year.  These  are  studies  of 
population  groups  to  determine  quantitatively  the  amount  and  kind 
of  chronic  illness  and  the  relationship  of  rural-urban  residence.  The 
study  of  rural  population  was  made  in  Hunterdon  County,  N.  J.,  and 
the  study  of  urban  i)opulation  in  Baltimore,  Md.  The  chronically  ill 
and  disabled  were  evaluated  for  rehabilitation  potential  by  a  team 
consisting  of  a  physician,  social  worker,  and  vocational  counselor. 
The  findings  of  these  surveys  may  be  used  to  get  a  general  idea  of  the 
volume  and  kind  of  services  needed  in  urban  or  rural  communities  with 
similar  socioeconomic  characteristics. 

A  study  is  under  way  in  New  York  State  which  has  the  specific  aim 
of  demonstrating  methods  of  providing  comprehensive  rehabilitation 
services  to  residents  of  rural  areas.  It  is  being  conducted  by  the 
Saranac  Lake  Rehabilitation  Guild,  Inc.,  with  financial  aid  from  the 
Federal  Office  of  Vocational  Rehabilitation  and  the  New  York  State 
Department  of  Health.  The  first  phase  is  a  detailed  study  of  the 
rehabilitation  needs  of  the  residents  of  nine  counties  in  northern  New 
York.  This  phase  involves  case  finding,  individual  interviewing,  and 
clinical  team  evaluation  of  the  patient's  rehabilitation  potential.  The 
needs  of  the  handicapped  are  then  placed  against  the  background  of 
available  resources.  This  involves  an  inventory  of  rehabilitation  serv- 
ices personnel  and  facilities,  with  particular  reference  to  gaps  and 
duplications  in  services.  Data  on  the  number  of  persons  with  rehabili- 
tation potential  in  the  population  group  studied  are  expected  to  be 
available  in  1957.  Areas  with  similar  characteristics  may  estimate 
their  needs  by  projecting  these  data. 

Kansas  City  Survey 

A  survey  is  under  way  in  Kansas  City  that  will  be  of  considerable 
value  in  estimating  the  volume  of  rehabilitation  cases.  It  is  being 
conducted  by  Community  Studies,  Inc.,  of  Kansas  City  with  financial 

50 


assistance  from  the  Federal  Office  of  Vocational  Rehabilitation,  the 
United  States  Public  Health  Service,  and  local  organizations.  The 
study  was  initiated  in  1954  and  is  expected  to  reach  completion  in 
1959.  It  may  be  possible,  however,  to  get  data  on  the  prevalence  of 
handicapping  conditions  prior  to  the  completion  date. 

The  objectives  of  the  survey  are  to  determine  the  prevalence  of 
handicapping  conditions,  to  determine  what  portion  of  the  handi- 
capped people  could  benefit  from  rehabilitation  services,  and  to  meas- 
ure the  costs  incurred  and  the  benefits  which  accrue  to  a  community 
from  a  comprehensive  program  of  rehabilitation  of  the  handicapped. 

Interviews  will  be  conducted  in  8,300  households  which  represent 
about  27,000  persons  or  5  percent  of  the  population  of  Greater  Kansas 
City.  Persons  with  disabilities  in  these  households  are  examined  by 
an  evaluation  team  to  determine  whether  or  not  rehabilitation  is 
feasible. 

A  preliminary  report  was  prepared  for  the  Office  of  Vocational 
Eehabilitation  at  about  the  halfway  point  in  the  survey.  Of  the 
17,000  persons  covered  at  that  time,  46.3  percent  had  chronic  condi- 
tions that  had  existed  3  months  or  longer.  It  is  reported  that  5.2 
percent  of  the  population  is  handicapped.  Of  these  persons,  65.7 
percent  are  feasible  for  rehabilitation.  Forty  percent  could  be  re- 
habilitated for  remunerative  employment  in  the  following  categories : 
competitive,  20  percent;  sheltered,  15  percent;  homebound,  1  percent. 
Of  those  feasible  for  rehabilitation,  6  percent  are  over  65  years  of  age, 
39  percent  are  under  18  years  of  age,  and  4  percent  are  housewives  (6) . 

Applying  the  Kansas  City  results  to  an  area  with  a  population  of 
300,000  would  indicate  that  1,014  persons  would  be  in  need  of  rehabili- 
tation, of  which  nearly  400  are  under  18  years  of  age. 

No  data  have  been  announced  on  the  causes  and  kinds  of  disability. 
It  was  evident  at  the  midway  point  of  the  study  that  more  services 
were  needed  for  the  seriously  disabled  and  for  the  mentally 
retarded  (7). 


NATIONAL  HEALTH  SURVEY 

The  National  Health  Survey  of  1935  is  a  primary  source  of  compre- 
hensive statistics  on  diseases,  injuries  and  impairments  in  the  general 
population  of  the  United  States.  It  has  been  over  20  years,  however, 
since  that  study  was  made  and  the  data  are  in  need  of  review.  The 
United  States  Public  Health  Service  is  starting  a  new  study  on  the 
prevalence  and  severity  of  chronic  illness  and  disabling  conditions 
It  will  be  a  continuing  survey  based  on  interviews  in  a  sample  of 
households  throughout  the  Nation,    Eegular  reports  will  be  made  on 
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eight  metropolitan  areas  (New  York,  Chicago,  Los  Angeles,  Phila- 
delphia, Detroit,  San  Francisco,  Boston,  and  Pittsburgh).  Data  will 
be  collected  from  urban  and  rural  areas  in  all  of  the  census  geographic 
divisions.  Within  these  divisions  data  will  be  published  for  all  urban 
areas  combined,  and  for  all  rural  areas  combined.  By  the  end  of 
1957,  it  is  hoped  that  the  interviewing  rate  will  have  been  built  up  to 
somewhere  between  3,000  and  4,000  households  a  month.  When  suffi- 
cient data  are  available,  estimates  will  be  published  quarterly.  Since 
it  is  to  be  a  continuing  study,  the  data  will  have  the  advantage  of  time- 
liness and  enough  geographic  detail  to  permit  selection  of  the  most 
appropriate  statistics  for  use  in  making  local  estimates. 

Determining  the  number  of  handicapped  by  using  rates  based  on 
studies  of  other  communities  has  limitations.  There  may  be  differences 
in  the  respective  populations  with  respect  to  age,  race,  and  sex  which 
affect  the  overall  sickness  rates.  These  differences  may  be  minimized, 
however,  if  rates  are  compared  according  to  categories  of  age,  sex,  etc. 
Of  course,  there  may  be  actual  differences  in  the  prevalence  and 
character  of  illness  between  the  two  communities.  There  also  may 
be  differences  due  to  definitions  and  study  conditions.  In  using  disease 
rates  it  must  be  borne  in  mind  that  many  persons  with  a  potentially 
handicapping  disease  will  not  be  disabled  to  any  great  degree. 

Estimates  Based  on  Caseload  Studies 

An  estimate  of  those  in  need  of  rehabilitation  may  be  based  on  informa- 
tion from  rehabilitation  agencies  and  local  groups  interested  in  health 
and  welfare.  It  is  desirable  to  know  the  number  of  persons  now  being 
rehabilitated ;  the  number  awaiting  such  services ;  whether  these  agen- 
cies receive  more  applications  for  aid  than  can  be  accepted ;  and  what 
disposition  is  made  of  the  overflow.  The  State  vocational  rehabilita- 
tion agency  and  insurance  companies  may  be  able  to  supply  informa- 
tion on  the  number  of  persons  in  the  community  who  have  applied 
for  rehabilitation. 

Most  sponsors  of  rehabilitation  facility  projects  under  the  Hill- 
Burton  program  use  caseload  data  to  determine  the  need  for  the  pro- 
posed construction.  The  applicants  for  aid  to  build  new  facilities  are 
particularly  interested  in  estimating  patient  load  and  the  amount  of 
income  that  may  be  exerted  from  the  purchase  of  services  by  rehabili- 
tation agencies  and  organizations. 

Estimates  based  on  case  loads  have  a  definite  limitation  in  that  they 
do  not  include  the  disabled  who,  for  one  reason  or  another,  have  not 
made  contact  with  local  rehabilitation  and  welfare  agencies.  Both 
the  El  Paso  County  Survey  and  the  preliminary  findings  of  the  Kansas 
City  Survey  report  that  a  significant  number  of  handicapped  were  not 
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taking  advantage  of  tlie  rehabilitation  services  available  in  their 
respective  communities  (<5)  (6). 

Combining  Caseload  Studies  With  a  General  Estimate 

Combining  a  study  of  local  caseloads  with  a  general  estimate  of  handi- 
capping conditions  gives  a  more  realistic  estimate  than  either  method 
when  used  alone.  The  general  estimate  should  be  based  on  preva- 
lence rates  found  in  surveys  of  communities  that  are  similar  to  the  local 
situation  in  size  and  other  characteristics.  The  estimate  should  be 
used  as  background  information  for  gauging  the  existing  program. 
If  the  local  caseload  for  certain  kinds  of  disabilities  is  small,  it  does 
not  necessarily  mean  that  there  is  a  relatively  small  number  of  such 
persons  in  the  community.  It  may  mean  that  more  attention  should  be 
given  to  case  finding  and  to  motivating  these  individuals  to  utilize 
rehabilitation  services. 


SERVICES  NEEDED   FOR  THE   HANDICAPPED 

Having  estimated  the  number  of  handicapped  and  the  kinds  of  disa- 
bilities they  have,  consideration  must  next  be  given  to  the  services 
needed  to  assist  them  in  assuming  their  rightful  place  in  the  home  and 
community.  A  program  capable  of  caring  for  the  seriously  disabled 
requires  medical,  psychological,  social,  and  vocational  services. 
Medical  services  are  needed  to  arrest  or  minimize  illness,  to  restore  or 
substitute  for  as  much  physical  function  as  possible,  and  to  supervise 
the  medical  aspects  of  other  services.  Psychological  services  are 
needed  to  measure  the  abilities  and  potentialities  of  the  patient. 
Social  services  are  needed  to  minimize  social  problems  which  other- 
wise could  complicate  the  rehabilitation  process.  Vocational  services 
are  needed  to  assist  the  handicapped  in  gaining  their  maximum  poten- 
tial in  useful  employment. 

An  example  of  the  steps  in  the  rehabilitation  process  follows : 

Development  of  an  Individual  Rehabilitation  Plan 

A  rehabilitation  plan  is  developed  with  the  patient  by  pooling  infor- 
mation, interpretations  and  opinions  of  specialized  personnel  from  the 
medical,  psychological,  social  and  vocational  service  areas.  An 
evaluation  of  the  patient's  limitations  and  his  possibilities  for  im- 
provement begins  with  a  thorough  medical  examination.  Examina- 
tion by  medical  specialists  should  be  possible,  if  needed.  Psychologi- 
cal testing  follows,  together  with  an  evaluation  of  sociological  factors 
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and  an  estimate  of  vocational  possibilities.  The  patient's  rehabilita- 
tion plan  outlines  the  services  to  be  provided  for  his  rehabilitation 
objective.  His  objective  may  be  at  any  point  on  a  scale  beginning  at 
self-care  and  extending  to  employment  in  industry. 

Some  patients  need  only  such  services  as  physical  therapy  or  voca- 
tional evaluation.  They  need  not  be  exposed  to  a  battery  of  evalua- 
tive tests  in  order  to  develop  their  rehabilitation  plan. 

Physical  Restoration 

Many  patients  require  physical  improvement  and  functional  retrain- 
ing before  vocational  evaluation  can  be  completed.  Surgery,  physical 
therapy,  occupational  therapy,  speech  training  and  prosthetic  devices 
may  be  needed  to  help  the  patient  reach  his  maximum  physical  effi- 
cency.  When  the  community  rehabilitation  facility  is  not  operated  as 
part  of  a  hospital,  inpatient  services  may  be  needed  for  those  patients 
who  require  overnight  care  in  order  to  accomplish  their  rehabilitation 
objective. 

Prevocational  Evaluation 

As  soon  as  practical  during  physical  restoration,  a  complete  evaluation 
is  made  of  the  patient's  vocational  possibilities  and  limitations.  A 
systematic,  supervised  trial  in  a  wide  variety  of  job  samples  is  needed 
to  determine  aptitudes,  interest  and  capacities. 

Counseling 

Vocational  counseling  is  provided  to  assist  the  patient  in  making  a 
wise  selection  of  occupation  based  on  his  capacities  and  job  oppor- 
tunities in  his  home  community. 

Vocational  Training 

Vocational  training  should  be  available  either  in  school  or  on  the  job. 
The  handicapping  effect  of  a  disability  may  be  greatly  reduced  if  the 
patient  can  develop  skills  which  will  enable  him  to  compete  for  jobs. 

Placement 

Placement  is  needed  to  match  the  capacities  of  the  patient  with  the 
specific  requirements  of  the  job.  This  may  be  in  industry  or  in  a 
sheltered  workshop  where  patients  may  work  at  their  own  production 
rate  or  in  home  industry  for  those  who  must  remain  at  home  but 
who  are  able  to  perform  productive  tasks. 
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Followup  Services 

Followup  visits  are  needed  until  it  is  certain  that  the  success  of 
the  placement  is  demonstrated. 


REHABILITATION  SERVICES  FOR  SPECIFIC  DISABILITY  GROUPS 

The  foregoing  steps  in  the  rehabilitation  process  are  cited  to  give  an 
overview  of  a  program  for  certain  kinds  of  disabilities.  There  are 
considerable  variations  in  the  kinds  of  services  needed  for  other  dis- 
abilities. The  services  needed  by  the  visually  handicapped,  for  ex- 
ample, differ  in  many  respects  from  those  required  for  orthopedic 
cases. 

The  rehabilitation  requirements  for  each  of  the  major  disabling 
diseases  and  disabilities  should  be  identified.  For  example,  the  pos- 
sibility of  making  rehabilitation  a  reality  through  surgical  treatment 
for  certain  cardiac  cases  or  the  use  of  drugs  in  the  control  of  epilepsy 
should  be  stated  (8).  Kehabilitation  techniques  should  be  set  forth, 
such  as  the  need  for  a  work  classification  unit  for  cardiacs ;  the  need 
for  an  arthritic  center ;  the  need  for  special  schools  for  the  mentally 
retarded ;  and  the  special  education  needed  for  patients  with  cerebral 
palsy.  Special  needs  for  social  and  psychological  counseling  and 
services  should  be  indicated,  as  well  as  the  general  outlook  for  voca- 
tional training  and  placement. 

The  major  disabling  diseases  and  disabilities  are  listed  in  a  table 
at  the  end  of  this  paper.  The  measurement  of  rehabilitation  needs 
should  report  each  of  these  disease  entities  and  disabilities  as  follows : 

1.  An  estimate  of  the  number  of  persons  in  the  community  and  area 
with  a  disabling  condition  who  have  a  rehabilitation  potential. 

2.  An  outline  of  the  basic  services  required  for  their  rehabilitation. 

3.  An  evaluation  of  the  degree  to  which  existing  services  and  facilities 
in  the  community  meet  these  requirements. 

4.  Recommendations  as  to  the  services  needed  over  and  above  those 
available. 

The  recommendations  should  state  whether  the  services  should  be  pro- 
vided locally  or  through  coordination  with  specified  facilities  in  an- 
other community.  In  the  smaller  communities  a  major  objective  of 
measuring  rehabilitation  needs  should  be  to  find  out  where  these  needs 
can  be  satisfied. 

The  preparation  of  an  outline  of  the  rehabilitation  services  for  each 
major  disabling  disease  and  disability  was  a  major  part  of  recent 
community  self-surveys  in  Indianapolis,  and  in  Evansville,  Ind.     In 
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Evansville  the  outline  of  services  was  prepared  in  a  series  of  meetings 
attended  by  professional  personnel  from  medical,  psychological,  social 
and  vocational  disciplines.  In  Indianapolis,  the  outline  of  services 
was  prepared  by  working  committees  composed  of  local  physicians  and 
other  specialists  and  citizens  active  in  services  to  the  handicapped. 
One  example  of  the  observations  and  recommendations  of  the  Indian- 
apolis committees,  the  problem  of  loss  of  speech  which  occurs  in 
cerebral-vascular  accidents,  is  as  follows : 

Aphasia 

The  socioeconomic  problems  can  be  devastating  because  the  individual 
affected  is  often  the  breadwimier.  He  has  difficulty  in  expressing 
himself  or  in  understanding.  This  requires  a  reorientation  of  family 
responsibilities  so  that  often  the  wife  must  work.  There  is  also  a  re- 
striction of  interests  and  socialization. 

Psychological  and  emotional  problems  result  from  the  restrictions 
imposed  upon  the  activities  of  the  family  and  the  patient,  resulting 
in  depression,  introspection,  irritability,  frustraton,  fear,  hostility  or 
passivity. 

Treatment  and  rehahilitative  techniques 

The  capabilities  of  the  patient  must  be  evaluated,  including  his  ability 
to  read,  write,  copy,  speak  in  sentences  or  in  jargon,  comprehend,  etc. 

Patients  requiring  specialized  training  in  speech  therapy  must 
have  ingenuity  and  infinite  patience. 

Occupational  therapy  and  vocational  training  are  of  the  utmost  im- 
portance in  retraining  these  patients  in  order  to  provide  them  with  a 
sense  of  satisfaction  and  contentment  despite  a  severe  handicap. 

Eecreational  therapy  is  a  part  of  relearning  the  uses  of  language. 
Social  casework  is  necessary  to  investigate  the  socioeconomic  status  of 
the  family,  correct  faulty  family  attitudes,  and  explain  the  meaning  of 
aphasia  as  well  as  to  encourage  the  patient  and  his  family  and  aid  in 
the  readjustments  and  advise  the  source  of  assistance,  opportunities  for 
placement,  referral  to  special  speech  clinics  for  intensive  therapy,  etc. 

Psychological  counseling  plays  a  large  role  in  aphasia  for  there  are 
serious  emotional  strains  associated  with  the  condition.  Both  patient 
and  family  must  learn  to  accept  the  limitations  imposed,  yet  be 
encouraged. 

Placement  Possibilities 

Placement  possibilities  depend  upon  such  factors  as  the  degree  of 
physical  disability,  the  severity  of  the  speech  handicap  and  associated 
cerebral  or  mental  disturbances.  Kehabilitative  and  vocational  facil- 
ities in  Marion  County  are  meager.    Trained  therapists  are  scarce  and 
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every  effort  should  be  made  to  procure  more,  for  there  is  probably 
nothing  more  distressing  to  man  than  to  be  unable  to  communi- 
cate {9). 


SCOPE  OF  THE   REHABILITATION  PROGRAM 

Eehabilitation  services  are  needed  by  disabled  persons  of  all  ages. 
Special  services  are  needed  for  the  handicapped  preschool-age  child  so 
that  he  may  be  able  to  receive  an  education.  The  school-age  child  needs 
special  education  and  vocational  guidance.  Vocational  training  is 
needed  for  disabled  adults.  Training  in  the  activities  of  daily  living 
is  needed  for  many  of  the  handicapped,  both  children  and  adults,  and 
particularly  for  those  whose  rehabilitation  objective  is  self-care  at 
home.    Restorative  services  are  needed  for  the  aged. 

Rehabilitation  for  Older  Persons 

Eehabilitation  for  older  persons  includes  physical,  occupational  and 
recreational  therapy,  speech  and  hearing  therapy  and  nutrition  super- 
vision. Vocational  training  and  placement  should  be  available  for 
those  who  have  the  necessary  capabilities.  Certain  of  the  municipal 
hospitals  have  found  that  x^atients  may  be  returned  home  capable  of 
self -care  in  the  following  proportions:  arthritics,  60  percent;  am- 
putees, 70  percent ;  hip  fractures,  60  percent ;  stroke  cases,  40  percent. 
Services  should  be  available  to  both  inpatients  and  outpatients  in 
hospitals,  rehabilitation  centers,  nursing  homes,  and  to  the  patient  in 
his  own  home.  They  can  be  provided  by  a  few  rehabilitation  specialists 
and  maximum  use  of  community  resources  including  the  visiting  nurse 
association  plus  inservice  training  for  staff  members  of  hospitals  and 
nursing  homes  {10) . 

In  some  communities  services  for  older  persons  are  coordinated 
through  the  rehabilitation  centers. 


CHARACTERISTICS  OF   REHABILITATION   CENTERS 

It  will  be  noted  from  a  consideration  of  the  services  needed  that  com- 
prehensive rehabilitation  involves  the  interrelationship  of  several 
disciplines.  Services  may  be  provided  more  effectively  by  having  a 
facility  where  trained  personnel  from  these  disciplines  can  be  brought 
together  to  work  as  a  team.  Such  a  facility  may  be  operated  as  a  unit 
of  a  hospital  or  as  an  independent  institution. 
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The  essential  characteristics  of  a  rehabilitation  center  include  an 
emphasis  on  self-help,  flexibility  in  planning  the  patient's  program, 
and  on  the  provision  of  services ;  a  controlled  environment  conducive 
to  independent  living;  a  dynamic  atmosphere  that  promotes  social 
integration;  and  the  appropriate  facilities  and  personnel  to  achieve 
these  characteristics  {11). 


COORDINATION  OF  SERVICES 

Keference  has  been  made  to  the  need  for  coordination  of  services  in 
communities  too  small  to  support  a  rehabilitation  center  offering  com- 
prehensive services  in  the  four  basic  areas.  Coordination  is  also  very 
much  needed  in  communities  with  rehabilitation  centers.  Such  a 
facility  cannot  provide  all  the  services  needed  by  the  handicapped. 
The  preliminary  report  of  the  Kansas  City  Survey  states  that  many 
patients  in  need  of  rehabilitation  are  prevented  from  taking  treatment 
by  related  problems  involving  services  such  as  day  care  for  children, 
clothing,  financial  support,  casework  investigation,  vocational  train- 
ing, medical  attention,  and  other  services,  all  from  different  agencies. 
The  employment  of  a  full-time  coordinator  of  all  health  and  welfare 
agencies  was  the  first  recommendation  of  the  El  Paso  County  Survey. 
That  report  suggests  that  the  functions  of  the  coordinator  should  be 
to  avoid  duplication  of  effort  and  assistance,  to  place  each  problem 
before  the  correct  agency  for  solution ;  and  to  utilize  both  services  and 
finances  of  each  agency  to  the  best  possible  advantage  {5)  (6). 

Restoration  of  the  handicapped  to  effective  living  is  the  responsi- 
bility of  the  community.  The  community,  however,  needs  leadership 
in  coordinating  all  services  for  the  handicapped.  It  should  be  a  major 
objective  in  planning  for  a  rehabilitation  center  to  have  the  facility 
serve  as  a  focal  point  in  coordinating  the  work  of  all  community 
agencies  and  organizations  interested  in  rehabilitation. 


SUMMARY 

The  first  step  in  measuring  rehabilitation  needs  in  a  community  is  to 
determine  the  number  of  handicapped  by  age  groups,  sex,  and  kinds 
of  disability.  This  may  be  done  by  a  door-to-door  survey  or  by  a 
careful  estimate  based  on  a  combination  of  the  disability  rates  found 
in  similar  communities  and  local  caseload  studies. 

The  next  step  is  to  identify  the  rehabilitation  requirements  for  the 
major  kinds  of  disabilities.  Then  it  will  be  possible  to  evaluate  the 
degree  to  which  existing  facilities  and  services  in  the  community  meet 
these  requirements.    Recommendations  may  then  be  made  as  to  facili- 
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ties  and  services  needed,  over  and  above  those  available,  to  provide  all 
the  rehabilitation  services  required. 

Table  of  Crippling  Diseases  and  Disahilities  {12)  {13) 

Addicts,  drug  Heart  disease 

Alcoholics  Hemiplegia 

Amputees  Meningitis,  chronic 

Aphasia  Mental  Illness 

Arthritis  and  rheumatism  Multiple  sclerosis 

Blindess  Muscular  dystrophy 

Brain,   spinal,   and   peripheral  nerve  Myasthenia  gravis 

tumors  Nervous  system,  accident  and  injury 

Cancer  to 

Cerebral  palsy  Paraplegia 

Cerebral  vascular  disease  Parkinsonism 

Deafness  Poliomyelitis 

Encephalitis,  chronic  Speech  disorders 

Epilepsy  Tuberculosis 
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Evaluation  of  Existing  Rehabilitation 
Resources  in  a  Community 

hy  G.  MARGAKET  GLEAVE 

Executive  Director^  Curative  Workshop  of  Racine^  Wis. 


THERE  COMES  the  time  in  the  lives  of  many  of  us  when  we  are 
confronted  either  directly  or  indirectly  with  catastrophic  illness  or 
disability.  When  this  happens  to  some  of  us  our  mental  processes  are 
switched  over  to  a  reserve  circuit  that  is  capable  of  producing  some 
overwhelming  results.  We  find  ourselves  faced  with  the  realization 
of  what  is  meant  by  some  of  the  facts  and  figures  in  relation  to  total 
rehabilitation  that  have  been  jDublicized  quite  markedly  and  fre- 
quently during  the  past  10  years. 

We  suddenly  become  acutely  aware  of  the  importance  of  rehabilitat- 
ing the  handicapped  because  of 

•  the  satisfaction  to  the  individual  patient  in  regaining  some  portion 
of  or  total  independence ; 

•  the  effect  this  independence  can  have  on  other  members  of  the 
patient's  family ; 

•  the  benefits  to  the  community  through  social  and  industrial  par- 
ticipation of  this  rehabilitated  individual. 

We  suddenly  begin  to  fully  realize  the  importance  of  rehabilitation 
in  the  oft-spoken  basic  principle  "to  return  the  physically  handicapped 
to  the  fullest  physical,  psychological,  social  and  economic  usefulness 
of  which  he  is  capable." 

We  begin  to  put  an  interpretation  on  this  information  as  related 
to  our  own  incident  and  to  the  community  in  which  we  live.  This 
interpretation,  if  done  with  maturity  of  judgment  and  emotional 
stability,  usually  challenges  us  to  want  to  do  something  about  it  to 
improve  or  provide  such  services  in  our  own  community. 

Recently,  Dr.  Henry  H.  Kessler,  on  taking  a  television  commentator 
on  a  tour  through  his  rehabilitation  center  in  New  Jersey,  was  asked 
a  question  that  brought  forth  an  answer  which  bears  repeating  at  this 
point.  "A  handicapped  person  is  like  an  iceberg.  Eighty  percent  of 
his  capabilities  are  hidden  under  the  surface  and  he  is  called  upon, 
through  rehabilitation  processes,  to  develop  these  capabilities  in  order 
to  meet  the  demands  of  living  in  this  society  of  ours."    There  is  a 
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tremendous  amount  of  wisdom  in  this  thought  that  Dr.  Kessler  has 
given  us.  This  reserve  exists  for  all  of  us,  handicapped  or  not.  It 
needs  but  the  impetus  of  a  challenge,  plus  clear  objective  thinking,  to 
tap  its  resources.  It  is  up  to  you  to  provide  this  impetus  to  the  group 
you  represent  in  your  community  through  a  competent  knowledge  of 
every  possible  aspect  of  total  rehabilitation. 
Two  important  factors  must  be  known  to  you. 

1.  The  components  of  total  rehabilitation. 

2.  The  importance  of  integration  of  these  components. 

Both  of  these  factors  have  been  dealt  with  in  detail  in  preceding  papers 
here  at  the  Institute.  Therefore,  they  need  only  to  be  briefly  men- 
tioned here  to  re-emphasize  their  importance.  The  components  ot 
rehabilitation  are : 

Medical  services :  Social  services : 

Evaluation  Intake 

Supervision  Evaluation 

Physical  therapy  Case  work 

Occupational  therapy  Eecreational  services : 

Speech  and  hearing  therapy  Treatment 

Psychiatric  services  Social  group  work 

Nursing  Vocational  services : 

Psychological  services :  Evaluation 

Evaluation  Counseling 

Counseling  Pre- vocational  testing 

Training 

Sheltered  employment 
Placement 

Integration  of  these  components  is  twofold.  One,  is  the  convenience 
of  availability  of  these  services  to  the  patient  as  he  needs  them.  Two, 
the  existence  of  good  communication  and  coordination  between  staff 
members  performing  these  services  and  the  physician  prescribing 
and  directing  the  patient's  treatment  program.  The  larger  the  com- 
munity the  more  necessary  it  becomes  to  have  these  components  under 
one  roof. 


ANALYSIS  AND  EVALUATION  OF  COMMUNITY  RESOURCES 

What  approach,  then,  must  you  take  to  analyze  and  evaluate  the 
existing  rehabilitation  resources  within  your  own  community  to  deter- 
mine the  role  of  rehabilitation  facilities  that  may  need  to  be  estab- 
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lished?  Your  approach  to  this  problem  will  depend  to  some  degree 
on  the  reason  why  you  are  interested. 

You  will  represent  one  of  two  basic  community  groups,  lay  or  pro- 
fessional. The  lay  individual  may  be  interested  because  of  member- 
ship in  a  potential  sponsoring  organization,  or  as  a  Board  member 
of  a  newly  formed  agency  about  to  embark  on  an  active  program. 
You  can  also  be  a  Board  member  or  member  of  a  sponsoring  organiza- 
tion of  a  rehabilitation  facility  considering  expansion  of  its  program. 
The  professional  individual  may  be  an  administrator  or  staff  member 
either  engaged  in  or  about  to  be  engaged  in  a  rehabilitation  program. 
You  may  also  be  in  an  area  supervisory  type  of  position  in  which 
establishment  or  expansion  of  these  services  in  a  territorial  area  is 
your  major  concern.  The  chances  are  you  will  not  be  approaching 
this  problem  alone  and  the  group  you  represent,  if  it  be  entirely  lay, 
will  benefit  by  including  some  professionals  and  vice  versa. 

You  may  be  in  a  leadership  position  as  officer  of  an  organization  or 
executive  of  an  agency  and  serve  in  an  ex  officio  capacity  to  a  working 
committee.  Or  you  may  be  chairman  of  a  committee  established  by  a 
lay  or  professional  group  and  be  directly  responsible  for  planning  this 
investigation  or  development.  And  you  can  be  a  working  member  of 
such  a  committee  contributing  to  the  fulfillment  of  a  particular  seg- 
ment of  its  plan  of  operation.  Whatever  your  position,  you  must 
fully  realize  that  to  make  a  study  or  to  conduct  a  survey  of  existing 
rehabilitation  facilities  demands  that  the  entire  group  of  people  doing 
the  job  be  well  informed  and  have  clearly  defined  objectives  and  aims. 


LIMITATION  OF  AREA  TO  BE  STUDIED 

The  first  thing  you  must  do  is  to  delimit  the  geographic  area  with 
which  you  will  be  concerned.  If  you  are  from  a  large  metropolitan 
area,  you  may  be  concerned  with  only  a  segment  of  it.  If  you  are 
from  a  less  thickly  populated  area  you  may  be  concerned  with  a  whole 
county  or  portion  of  a  State.  You  must  have  in  mind  too,  whether 
your  interest  is  to  serve  outpatients  only,  who  will  of  necessity  have 
to  commute  back  and  forth  from  their  place  of  residence,  or  whether 
you  will  provide  domiciliary  services  in  order  to  treat  inpatients. 
These  will  have  a  bearing  on  the  geographic  area  you  will  be  able  to 
reach. 

After  you  have  established  the  boundaries  of  the  area  in  which  you 
are  interested  your  next  step  will  be  to  locate  all  of  the  existing  re- 
sources presently  serving  this  area.  The  following  organizations  can 
be  helpful  to  you  in  this  step : 

62 


1.  Welfare  Council 

2.  Community  Chest  —  United 
Fund 

3.  City,  County  or  State  Public 
Health  Departments 

4.  Board  of  Education 

5.  Easter  Seal  Organizations 

6.  N.  F.  I.  P.  Chapters 

7.  Other  local  Chapters  of  Na- 
tional Diagnostic  Organiza- 
tions 


8.  State  Welfare  Departments 

9.  State  Division  of  Vocational 
Rehabilitation 

10.  Veteran's  Service 

11.  City     or     County     Medical 
Societies 

12.  State  Hospital  Associations 

13.  Workmen's     Compensa- 
tion Boards 

14.  Insurance     company     claim 
departments 


Eealizing  the  potential  of  future  working  relationship  with  these 
above-listed  organizations,  it  will  be  to  your  advantage  to  take  the  time 
to  contact  these  people  on  appointment  and  present  your  problem  to 
them  personally.  Members  of  your  group  or  committees  having  entree 
to  specific  organizations  may  be  able  to  do  this  job  more  efficiently  and 
effectively  than  ones  who  are  unknown  to  them.  Remember  that  at 
this  point  of  your  investigation  your  prime  objective  is  to  locate  all 
existing  facilities.  You  are  not  as  yet  surveying  them.  You  will  un- 
doubtedly turn  up  with  many  duplications,  but  it  will  be  easier  to 
eliminate  the  duplicates  than  to  find  you  have  overlooked  some. 

Because  the  movement  toward  rehabilitation  has  gained  so  much  im- 
petus during  the  past  few  years,  it  is  very  possible  that  through  these 
contacts  you  may  come  across  studies  or  surveys  related  to  your  needs 
recently  conducted  by  one  or  more  of  these  well-established  organiza- 
tions. For  instance,  many  of  the  State  Vocational  Rehabilitation 
Divisions,  and  the  Public  Health  Departments  have  recently  surveyed 
their  area  for  all  facilities  offering  one  or  more  of  the  components  of 
rehabilitation.  Some  State  Hospital  Associations  likewise  will  have 
identifying  and  categorical  information  about  these  agencies  that  can 
be  helpful  to  you.  The  more  of  this  type  of  information  you  can  locate 
as  you  are  compiling  your  list,  the  easier  your  job  will  be  in  deter- 
mining the  amount  of  information  you  will  need  to  obtain  and  the 
method  you  will  need  to  use. 


SCOPE  OF  INQUIRY 

The  next  thing  of  importance  your  committee  will  need  to  decide  is 
what  do  you  need  to  know  about  these  agencies  ?  There  are  three  basic 
things  you  will  want  to  know  about  existing  facilities : 

1.  Extent  of  service  relative  to  the  basic  components  of  rehabilitation. 

2.  Unmet  needs  as  recognized  by  these  facilities. 

3.  Contemplated  expansion  by  these  facilities. 
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The  first  of  these  three  is  most  important.  In  addition  to  finding  out 
which  services  each  agency  provides  you  will  want  to  determine  if 
there  are  limitations  or  restrictions  of  services  to  patients  in  any  of 
the  following  categories : 

1.  Age  5.  Economic  status 

2.  Kace  6.  Geographic  boundaries 

3.  Religion  7.  Diagnostic  groups 

4.  Family  or  social  status 

You  must  .also  know  whether  there  are  any  limitations  or  restrictions 
to  the  facility  by : 

Law,  constitution  or  policy ;  size  of  physical  plant ;  lack  of  personnel ; 
or  finances. 

Once  you  have  determined  all  the  things  you  wish  to  know  about  these 
facilities  and  studied  any  previous  surveys  made  in  your  community, 
you  will  be  in  a  better  position  to  make  the  decision  as  to  the  method 
and  procedures  you  will  need  to  adopt  to  complete  your  collection  of 
information.  If,  while  locating  your  community  resources,  you  were 
able  to  secure  a  considerable  amount  of  this  information  it  may  be 
that  you  will  be  able  to  conclude  your  investigation  with  a  minimum 
of  effort.  A  few  direct  contacts  with  some  of  the  agencies  for  which 
information  is  lacking  may  be  all  that  is  needed.  Just  be  sure  that 
the  facts  that  you  have  cover  all  the  facilities  and  give  you  a  clear 
picture  of  the  scope  of  rehabilitation  as  it  exists.  If  this  material  is 
not  available  in  sufficient  detail  then  you  may  need  to  resort  to  a 
survey  of  these  agencies. 


CONDUCTING  A  SURVEY 

Surveys  can  be  conducted  either  professionally  or  voluntarily.  "Pro- 
fessionally conducted"  means  to  import  and  employ  a  person  trained  in 
the  techniques  of  surveying  and  with  technical  knowledge  related  to 
the  field  of  rehabilitation.  This  person  will  serve  as  director  of  your 
survey  project,  develop  the  plan  and  schedules  for  fact  finding  and 
tabulations,  use  your  committee  for  workers  instructing  them  in  spe- 
cific techniques  they  will  need  to  know,  and  analyze  the  findings. 
"Voluntarily  conducted"  means  that  from  members  of  your  committee 
and  community  you  will  select  "home  talent,"  so  to  speak,  best  suited  to 
do  these  same  tasks.  There  are  advantages  and  disadvantages  to 
both  methods. 

To  give  you  a  yardstick  from  which  you  may  measure  your  own  par- 
ticular needs,  let  us  discuss  this  problem  in  relation  to  surveying  ap- 
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proximately  50  existing  facilities  offering  one  or  more  rehabilitation 
services. 

The  following  facts  on  surveys  of  this  type  and  size  generally  are 
accepted  by  authorities  on  conducting  community  surveys : 

Factors  Professional  Voluntary 

1.  Cost $15,000  to  $20,000 $200  to  $500. 

2.  Time  involved 6  to  12  months 1  to  3  years. 

3.  Agency  participation Good  75-90% Poor  to  fair  30-50%. 

4.  Coverage  of  information Excellent Fair  to  good. 

5.  Validity  of  facts. 

a.  Quantitative Good Fair. 

b.  Qualitative Good Poor. 

6.  Biased  conclusions Negligible Questionable. 

7.  Group  stimulus Excellent Good. 

8.  Administration Excellent Fair  to  Good. 

Organization  of  manpower  is  essentially  the  same  for  either  a  profes- 
sionally or  voluntarily  conducted  survey.  In  command  will  be  either 
your  professional  director  or  your  voluntary  chairman.  Subcommit- 
tees should  be  established  to  spread  responsibility  and  workers  should 
be  assigned  to  these  committees  in  sufficient  numbers  to  meet  their 
needs.  Consultants  may  be  needed  in  either  type  of  survey,  but 
more  likely  in  the  voluntary  type. 


USE  OF  QUESTIONNAIRES 

Quantitative  information  can  be  secured  almost  entirely  by  question- 
naires and  schedules.  Preparing  these  forms  is  a  specialty  in  itself 
and  requires  considerable  more  time  if  done  on  the  voluntary  basis. 
This  is  one  of  the  areas  in  which  the  voluntary  groups  may  need  a 
consultant.  To  be  meaningful,  all  statements  must  be  worded  to  keep 
misinterpretation  to  a  minimum.  Statements  must  be  specific  to  get 
direct  answers.  Arrangement  of  statements  must  be  done  with  respect 
to  easy  tabulations.  Coverage  of  information  must  be  complete. 
Narrative  answers  should  be  kept  to  a  minimum.  It  is  important, 
however,  to  keep  the  instrument  as  short  as  possible,  concise  and  easy 
to  fill  out.  A  guide  is  often  prepared  to  accompany  a  survey  ques- 
tionnaire or  schedule  to  assist  the  person  filling  it  out  in  interpreting 
your  statements.  It  will  also  instruct  them  in  any  specific  data 
required  to  avoid  substitution. 

To  insure  the  greatest  percentage  of  returns  a  well-written  covering 
letter  explaining  your  purpose  and  objective  should  accompany  this 
material.  A  well-planned  foUowup  system  must  be  developed.  This 
should  include  a  letter  reminding  the  agency  of  the  deadline  date  that 
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material  is  due.  It  should  offer  help  from  a  member  of  the  com- 
mittee, if  needed,  to  answer  any  questions  or  problems  the  agency  may 
be  having  in  filling  out  the  questionnaire. 


FIELD  WORK 

Qualitative  information  can  be  secured  best  by  field  work,  or  "on  the 
premise  observation."  To  inspect  quality  of  services  rendered  should 
be  limited  to  professionally  conducted  surveys.  "Local  personnel" 
inspecting  local  agencies  for  the  purpose  of  surveying  quality  of 
services  is  not  good  business.  Too  often  it  leads  to  feelings  of  resent- 
ment that  can  be  damaging  to  community  relationships.  Even  in  pro- 
fessionally conducted  surveys,  if  committee  members  are  used  for  field 
work,  judgment  must  be  exercised  in  selection  of  persons  for  visiting 
specific  agencies.  Instruction  in  interview  techniques  must  be  given 
to  them  by  the  director  of  the  project.  They  must  be  well  informed  as 
to  what  they  are  looking  for. 

Tabulating  the  returns  of  any  survey  is  a  tedious  job  requiring  time 
and  patience.  The  extent  of  the  survey  and  length  of  your  question- 
naire will  determine  whether  a  statistician  need  be  employed.  Cross 
reference  of  information  collected  and  correlation  of  tabulated  facts 
may  be  necessary  in  order  to  draw  conclusions.  With  these  tabula- 
tions you  will  be  ready  to  analyze  the  existing  resources  with  a  view 
to  defining  the  need  for  and  the  role  of  a  rehabilitation  center. 


DETERMINING  THE  NEED   FOR  A  CENTER 

To  make  a  good  quantitative  analysis  of  your  findings  with  respect 
to  the  need  for  a  center  you  must  evaluate  them  in  relation  to  the  area 
incidence  of  disabilities.  Material  on  this  subject  has  been  dealt  with 
in  the  preceding  paper  by  Mr.  Speir.  You  must  study  the  extent  of 
coverage  by  these  agencies  in  relation  to  the  numbers  of  people  need- 
ing the  services  and  determine  whether  the  extent  of  existing  facilities 
meets  the  needs  of  your  community.  You  must  determine  if  over- 
lapping of  services  exists  and  avoid  the  possibility  of  it  in  your  own 
center  planning.  You  must  look  for  the  unmet  needs,  and  with  re- 
spect for  contemplated  expansion  by  other  facilities,  develop  your 
plan  to  meet  these  needs. 

It  would  be  remiss  not  to  mention  here  that  it  is  quite  possible 
that  you  will  have  found  a  good  job  of  rehabilitation  being  done  in 
your  area.  If  before  conducting  the  survey  you  were  not  totally 
aware  of  it,  you  may  be  sure  there  are  others  in  your  community  who 

66 


are  unaware  too.  To  publicize  your  findings  will  be  the  best  possible 
community  service  you  can  do  to  educate  others.  Your  time  will  have 
been  far  from  wasted.  Or,  you  may  find  that  the  basic  components 
for  rehabilitation  are  provided  in  your  community  but  that  a  lack  of 
integration  exists.  Your  survey  may  then  serve  as  an  impetus  to  pro- 
vide better  correlation  through  promoting  community  meetings. 
Again,  your  time  will  not  have  been  wasted. 

Then  too,  you  may  find  only  a  small  area  of  rehabilitation,  either 
diagnostic  or  service,  to  which  you  will  want  to  devote  your  energies. 
And  last  but  not  least  you  may  find  the  distinct  need  for  a  total  re- 
habilitation center. 

If  you  attempt  a  qualitative  analysis,  the  utmost  of  finesse  and  tact 
must  be  employed,  particularly  should  the  findings  of  any  facility  or 
service  thereof  fall  short  in  any  way.  Rehabilitation  is  still  a  com- 
paratively new  field  of  endeavor  and  national  standards  in  the  field 
as  a  whole  have  not  been  established.  Many  of  the  disciplines  making 
up  the  components  of  rehabilitation  are  not  a  great  deal  farther  along 
in  their  own  development  of  standards.  Ethical  standards  of  many 
of  the  disciplines  will  be  your  only  guide  as  to  quality  of  existing  facil- 
ities. Until  standards  are  developed  to  a  greater  degree  it  will  be 
difficult  to  judge  quality  of  service  other  than  from  the  apparent  re- 
sults obtained  in  your  local  situations,  and  community  acceptance  and 
use  of  the  existing  facilities.  Community  acceptance  can  be  very  in- 
formative on  administrative  quality  both  from  the  viewpoint  of  busi- 
ness operation  and  public  and  professional  cooperation. 


CONCLUSION 

In  final  analysis  of  either  your  study  or  survey  you  may  find  it  advan- 
tageous to  hold  a  community  forum  on  rehabilitation.  This  forum 
can  serve  as  a  sounding  board  for  expression  of  views  by  community 
agencies  with  respect  to  the  needs  of  the  handicapped  in  your  area. 
It  can  serve  as  a  means  for  publicizing  your  intentions  to  develop, 
supplement  or  supply  rehabilitation  services  and  promote  public  and 
professional  interest  and  participation. 

Throughout  this  entire  phase  of  determining  the  need  for  develop- 
ing or  expanding  a  rehabilitation  center,  five  points  are  essential  to 
your  success.    Not  one  of  them  is  more  important  than  another. 

1.  You  must  continually  realize  that,  throughout  your  investiga- 
tion, no  individual  or  specific  group  can  operate  in  a  vacuum.  It  will 
take  the  interests  and  cooperation  of  many  to  fulfill  your  objective. 

2.  Leadership  is  of  utmost  importance  whether  professionally  se- 
cured or  provided  on  a  voluntary  basis.    Selection  of  suitable,  well- 
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qualified  personnel  is  essential  to  directing  your  study  or  survey 
project. 

3.  Strength  will  be  given  your  project  through  the  cooperative  spirit 
you  employ  in  all  contacts  you  will  make  and  your  ability  to  impart 
full  knowledge  of  rehabilitation. 

4.  An  objective  approach  to  your  project  and  particularly  your 
findings  will  be  necessary  to  determine  the  extent  of  the  need  for 
development  or  expansion  in  relation  to  existing  facilities  and 
services. 

5.  And  last,  you  will  realize  a  source  of  satisfaction  following  the 
completion  of  your  study  or  survey  project  through  the  widened  inter- 
est of  many  individuals  and  organizations  in  your  community  in  your 
plans  for  the  future. 

Your  biggest  job  lies  ahead  of  you — the  actual  development  of  the 
center  to  fulfill  the  needs  of  your  commmiity.  Approach  it  nobly, 
adventure  daringly,  and  serve  humbly. 
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Estimating  the 

Potential  Caseload  for  the  Center 

hy  "VTVIAN"   SHEPHERD 

Director,  The  Rehabilitation  Institute,  Kansas  City,  Mo.; 
President-Elect,  National  Rehahilitation  Association 

THE  KANSAS  CITY  STUDY 

Many  communities  are  concerned  today  with  increasing  services  to  the 
disabled  citizens  of  their  area,  and  many  questions  are  being  raised 
concerning  whether  or  not  there  is  need  for  a  rehabilitation  center, 
sheltered  workshop,  or  other  type  of  facility.  Perhaps  an  intensive 
survey  such  as  is  being  carried  out  in  Kansas  City  might  be  able  to 
give  all  the  answers  as  to  need,  size  of  caseload,  type  of  facility,  etc., 
but  most  communities  cannot  afford  such  a  comprehensive  study,  and 
other  means  must  be  used  to  arrive  at  the  decision  to  have  a  center  and 
to  estimate  the  size  of  the  potential  caseload.  The  study  being  con- 
ducted in  the  Kansas  City  area  may  well  be  of  assistance  to  other 
communities  when  it  is  completed.  Four  years  ago,  a  national  com- 
mittee, Task  Force  on  the  Handicapped,  recommended  that  a  rehabili- 
tation survey  and  demonstration  needed  to  be  undertaken  on  a  com- 
munity basis  to  determine  the  prevalence  of  handicapping  conditions, 
to  determine  what  portion  of  handicapped  people  could  benefit  from 
rehabilitation  services,  and  to  measure  the  costs  incurred  from  and 
benefits  which  accrue  to  a  community  from  a  comprehensive  program 
of  rehabilitation  of  the  handicapped. 

A  group  of  informed  and  interested  citizens  of  Kansas  City  offered, 
through  Community  Studies,  Inc.,  to  sponsor  such  a  project.  With 
research  grants  from  the  National  Institutes  of  Health,  and  the  Fed- 
eral Office  of  Vocational  Kehabilitation,  and  the  financial  support  of 
local  agencies,  the  Kansas  City  Rehabilitation  Survey  and  Demon- 
stration was  initiated  in  1954  and  will  reach  completion  in  1959. 

Preliminary  Findings 

A  preliminary  report  {1)  was  given  to  the  community  and  to  the  spon- 
soring agencies  in  September  1956  by  Dr.  W.  D.  Bryant,  Director  of 
Community  Studies,  and  certain  portions  of  the  findings  may  be  of 
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interest  as  you  consider  your  own  community's  approach  to  the  rising 
problem  of  disability. 

Findings  of  a  statistical  nature  are  available,  at  this  point  in  the  study,  only  to 
a  limited  degree.  The  number  of  persons  contacted  through  the  Survey  in  the 
metropolitan  area  of  Kansas  City  as  of  September  1,  1956,  is  17,303 ;  the  number 
of  households  covered  is  5,756.  .  .  .  No  material  can  be  presented  on  a  reliable 
basis,  at  the  present  time,  concerning  the  costs  and  ultimate  benefits  of  a  compre- 
hensive program  of  rehabilitation.  The  last  cases  will  be  contacted  as  of  the 
first  part  of  1957.  Approximately  one  and  a  half  years  later  the  study  M^ill  be 
completed,  and  at  that  time  complete  statistical  data  will  be  available. 

However,  some  of  the  highlights  found  in  the  study  of  the  cases  al- 
ready seen  in  the  demonstration  phase  may  be  of  interest  to  this  group 
in  the  contemplation  of  their  community's  need,  and  are  as  follows : 

We  have  found  a  tremendous  need  for  an  active  program  of  rehabilitation  in 
place  of  the  traditional  passive  approach.  As  matters  now  stand,  the  wheels  of 
rehabilitation  do  not  begin  to  turn  until  the  person  in  need  presents  himself  to 
an  agency. 

Motivation 

We  ourselves  are  going  to  have  to  do  a  Complete  About-Face  and  assume  the 
initiative — be  the  instigating  force.  Unless  we  actively  go  out  and  find  those 
who  need  rehabilitation — persuade  them — motivate  them — to  receive  treatment, 
a  sizable  number  of  these  handicapped  persons  will  not  receive  rehabilitation 
services  until  their  cases  have  progressed  so  far  that  the  expense  of  rehabilitating 
them  is  extremely  high. 

We  are  spending  a  large  amount  of  money  but  we  are  not  receiving  optimum 
value  in  the  field  of  rehabilitation.  If  we  are  to  meet  this  problem,  an  informed 
community  will  have  to  work  closely — not  for  passive  "cooperation"  but  for  a 
positive  program  of  action.  Kansas  City  (and  this  is  probably  true  in  most 
communities)  is  not  effectively  utilizing  the  facilities  and  personnel  now  available 
for  the  various  kinds  of  services  which  are  needed  in  the  rehabilitation  field. 
As  many  as  70  agencies  and  facilities  offer  services  which  cover  nearly  every 
facet  of  the  overall  problem  of  rehabilitation,  and  still  the  problem  is  a  growing 
one.  The  usual  handicapped  person  needs  many  more  services  than  one  agency 
normally  provides.  We  do  not  have  the  cooperative  assistance  which  is  indis- 
pensable in  dealing  with  the  usual  handicapped  person. 

We  have  found  it  very  difficult  in  the  usual  rehabilitation  case  to  deal  with 
the  handicapped  person  only.  He  is  never  alone.  His  condition  involves  all  the 
people  in  his  environment — his  family,  his  neighbors,  his  fellow  workers,  school- 
mates, and  companions.  They  influence  him  and  he,  in  turn,  affects  them.  Atti- 
tudes are  very  tricky  elements  of  psychological  rehabilitation.  It  is  essential 
that  others  understand  his  problems  and  that  their  problems  be  understood  in 
relation  to  his.  Only  in  this  way  can  total  and  permanent  rehabilitation  be 
achieved. 

Thus,  rehabilitation  is  needed  in  many  other  areas  than  the  purely  vocational. 
Homemakers  with  handicapping  conditions  need  to  be  helped  to  enable  them  to 
perform  more  or  all  of  their  household  tasks. 

The  handicapped  preschool  child  needs  to  be  given  special  services  so  that  he 
can  receive  an  education. 
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The  school  student  who  is  handicapped  needs  special  educational  facilities  and 
vocational  guidance. 

Parents  of  handicapped  and  mentally  exceptional  children  need  education  and 
assistance  to  understand  the  needs  of  their  children.  Normal,  intelligent  ac- 
ceptance of  the  situation  is  the  goal  to  achieve  for  an  optimum  environment  of 
child  development.  This  can  be  taught  through  group  therapy  for  the  parents 
and  psychological  orientation. 

The  aged  form  a  significant  area  of  the  handicapped,  both  physical  and  mental. 
Here,  alone,  a  serious  problem  is  developing  as  medical  science  continues  to  ex- 
tend our  life  span  without  concurrently  checking  the  chronic  diseases  and  physi- 
cal infirmities  of  old  age.  Chronic  illnesses  afflict  a  sizable  portion  of  the  aged 
population  and  many  are  indigent,  in  addition. 

Because  of  the  growing  numbers  of  older  persons  in  the  population,  it  is  espe- 
cially necessary  to  help  the  older  disabled  or  handicapped  persons  through  treat- 
ment, training,  and  supportive  therapy  so  that  they  can  obtain  some  remunerative 
employment,  or,  for  those  where  such  a  goal  is  not  possible,  so  that  they  can 
take  care  of  themselves  instead  of  requiring  attendant  or  nursing  services.  A 
complete  readjustment  of  life  must  be  taught  to  the  aged  so  that  they  may  live 
the  rest  of  their  days  usefully  and  happily. 

The  prevalence  of  mental  retardation  as  a  handicapping  condition  has  become 
increasingly  clear  to  us  as  the  study  progresses.  The  community  needs  to  provide 
a  series  of  vocational  opportunities  extending  from  homebound  employment 
through  sheltered  employment  to  full  competitive  employment  for  the  mentally 
retarded. 

Employment  Opportunities 

For  other  types  of  disabilities,  also — "Employment  must  be  available.  .  .  . 
Education  and  public  information  can  aid  business  organizations  to  recognize  the 
feasibility  of  employing  the  handicapped.  This  must  be  undertaken  on  a  large 
scale  to  encourage  the  labor  market  to  use  rehabilitated  persons. 

Summary 

Many  of  our  handicapped  cases  represent  one  aspect  of  a  series  of  related  prob- 
lems within  the  whole  family.  These  "hard  core"  families  indicate  the  tre- 
mendous need  for  an  active,  family-centered  approach  to  rehabilitation  which 
is  not  satisfied  to  alleviate  one,  immediate  need,  but  makes  an  all-out  attack 
on  all  phases  of  the  problem.  .  .  .  With  the  wholehearted  support  of  the  com- 
munity, we  can  achieve  a  total  rehabilitation  program  through — 

An  active  program  of  early  detection  and  treatment. 

Flexible  agency  policies  for  fully  eflScient  support  of  multi-problem  individuals 
and  groups. 

Useful  living  through  suitable  training  and  proper  employment. 

These  mean  more  expenditures  at  the  outset  but  money  will  be  saved  in  the 
long  run. 

Wliile  it  may  not  seem  that  the  report  of  the  preliminary  findings  of 
this  study  has  a  great  deal  to  do  with  my  subject,  it  certainly  contains 
indications  of  the  kinds  of  needs  that  are  appearing  in  the  cases  sur- 
veyed so  far  and  should  receive  consideration  in  the  establishment  of 
criteria  for  estimating  potential  caseloads  in  centers  and  other  re- 
habilitation facilities. 
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CRITERIA  FOR  ESTIMATES 

Many  factors  enter  into  the  estimation  of  the  potential  caseload  of  a 
rehabilitation  center.  All  of  the  factors  described  by  the  preceding 
speakers  in  surveying  the  community  to  establish  the  need  for  a  center 
also  enter  into  the  estimation  of  the  potential  caseload.  The  size  of 
the  community  and  the  geographic  area  to  be  covered  will  have  a  bear- 
ing on  the  number  of  people  to  be  served.  The  character  of  the  com- 
munity, whether  it  is  in  an  urban  or  rural  setting  will  of  necessity  have 
a  bearing  on  the  number  of  people  in  that  area  and  also  upon  the  type 
of  center  that  will  be  developed. 

The  incidence  within  the  community  of  accidents,  crippling  diseases, 
and  all  of  the  other  types  of  illnesses  that  require  center-type  services 
will  have  a  direct  bearing  upon  the  number  of  patients  the  center  can 
be  expected  to  serve.  An  estimate  of  the  number  and  availability  of 
patients  is  of  course  necessary  to  know,  but  there  are  a  number  of 
questions  that  will  have  to  be  decided  before  an  attempt  is  made  to 
make  this  estimation,  such  as :  What  will  be  the  policy  of  the  center 
on  types  of  cases  to  be  served  ?  Will  it  be  a  multiple- disability  center 
or  a  one-disability  center  ?  Will  it  be  an  inpatient  or  outpatient  center 
or  both  ?  And,  one  of  the  big  questions  in  computing  the  number  of 
patients,  will  the  center  accept  for  service  those  patients  who  cannot 
pay  and  for  whom  no  agency  is  able  or  willing  to  sponsor  the  costs  of 
treatment  ? 


REFERRAL  OF  CASES 

Many  communities  may  be  too  small  to  support  a  large,  comprehensive 
center  but  could  well  support  and  use  adequately  one  of  a  variety  of 
other  types  of  centers — treatment,  prevocational,  sheltered  shop,  etc., 
using  a  center  elsewhere  for  more  comprehensive  services  needed  for 
some  of  their  patients.  In  other  communities,  where  the  geographic 
area  and  the  size  of  the  comunity  warrant  it,  a  completely  comprehen- 
sive and  all-inclusive  center  might  be  developed,  but  only  after  estab- 
lishment of  the  fact  that  a  sufficient  number  of  patients  would  be 
referred  to  make  good  use  of  the  center.  One  of  the  basic  ingredients  in 
the  estimation  of  potential  caseload  is  the  ready  referral  of  cases. 
This  does  not  come  about  by  the  mere  existence  of  the  center.  A  great 
deal  of  thought,  effort,  and  time — visits,  consultation,  planning,  etc. — 
must  go  into  this  so  that  one  will  know  whether  or  not  all  of  the 
potential  sources  within  the  community  will  make  use  of  the  center 
when  it  is  established. 
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ESTIMATES  RELATED  TO  SERVICES 

Services  for  the  rehabilitation  of  the  disabled  include  in  the  total 
process:  medical  care,  supportive  therapy,  casework  services,  psycho- 
logical services,  prevocational  testing,  counseling,  guidance,  training, 
retraining,  placement,  and  postemployment  followup.  This  wide 
range  of  services  makes  a  coordinated  or  team  approach  essential  and 
since  no  one  institution,  not  even  a  rehabilitation  center,  can  do  all 
things  for  all  people,  the  team  approach  must  be  community  wide. 

Therefore,  in  estimating  a  caseload  for  a  center,  one  must  be  sure  just 
what  services  the  center  will  render  in  terms  of  the  existing  needs  of 
the  community.  If  there  is  unusually  wide  coverage  in  the  way  of 
physical  restoration  resources  for  physical  and  occupational  therapy, 
a  center  could  well  forecast  that  there  would  not  be  a  tremendous  need 
for  such  care  alone,  although  these  services  would  still  be  needed  as  a 
part  of  the  center  program.  However,  one  would  not  expect  a  very 
heavy  caseload  of  acute  cases  needing  only  physical  or  occupational 
therapy  services.  The  potential  patient  load  would  more  probably 
consist  of  those  chronically  ill  persons  or  severely  disabled  who  would 
require  longer  term  comprehensive  services. 

Or,  if  there  were  existent  in  the  community  a  well-run  sheltered 
workshop  of  adequate  size,  the  center  would  probably  not  plan  such 
a  program  as  a  part  of  its  services,  and  therefore  would  not  consider 
those  patients  needing  that  service  alone  as  a  part  of  its  potential  case- 
load. Or,  if  there  were  an  unusually  well  developed  speech  and  hear- 
ing clinic  already  in  operation,  this  phase  of  the  center  program 
would  probably  not  be  potentially  productive  of  many  patients  for 
this  service  alone.  However,  this  should  not  preclude  the  need  for 
these  services  for  other  patients  served  by  the  center. 


COMMUNITY  RELATIONSHIPS  AND   REFERRALS 

As  was  said  before,  the  center  will  receive  only  those  patients  who 
are  actually  referred,  so  it  is  necessary  in  arriving  at  the  potential 
caseload  to  establish  relationships  in  the  community  that  will  assure 
good  referrals  to  the  center.  Since  the  type  and  size  of  the  center  will 
be  based  on  the  needs  of  the  community,  the  first  step  in  planning 
should  include  work  with  the  various  groups  who  will  become  the 
referring  sources  and  receive  from  them  an  estimate  of  the  number 
of  patients  that  they  would  find  it  profitable  to  send,  and  also,  the  kind 
of  services  they  would  expect  the  center  to  render  for  their  clients  or 
their  patients.  Upon  these  steps  will  depend  the  success  of  the  center, 
and  also,  the  estimation  of  the  potential  caseload. 
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First,  the  local  medical  society,  or,  if  the  center  is  going  to  cover  a 
geographic  area  of  several  counties,  the  medical  societies  of  all  the 
counties  should  be  closely  allied  to  the  center.  A  committee  assigned 
by  the  society  or  societies  should  work  with  the  center  planning  group. 
Only  by  getting  the  full  cooperation  of  the  medical  profession  can 
there  be  assurance  that  a  large  number  of  the  physicians  will  become 
referring  physicians  after  the  establishment  of  the  center.  This  is 
vitally  important  because  the  largest  single  potential  referring  source 
is  that  large  number  of  private  physicians  within  any  area  or  com- 
munity. If  the  views  of  the  medical  profession  are  considered  and 
they  have  had  a  part  in  the  planning  and  the  approval  of  the  center 
program,  the  referral  of  patients  will  be  better  assured  and  will  be 
larger  in  number.  If  the  center  is  developed  without  their  being  a 
part  of  it,  they  may  well  have  some  doubts  as  to  its  program,  its  prac- 
tices, the  handling  of  patients,  etc.,  which  could  be  a  very  real  deter- 
rent to  their  use  of  the  center  for  their  patients. 

It  is  well  to  point  out  that  however  well  you  plan  with  and  work 
with  the  medical  profession  and  other  groups,  it  will  take  time  for 
them  to  learn  the  value  of  the  center  services  and  to  use  it  to  its  full 
extent.  Therefore,  in  planning,  it  is  w^ell  to  start  with  a  program  of 
minimum  size  but  with  provision  for  expansion  as  the  caseload  grows. 
Usually  there  is  no  large  ready-made  caseload  awaiting  the  opening 
of  the  doors  of  the  facility,  but,  as  physicians  and  others  use  the  center 
and  find  that  their  patients  have  greatly  benefited  by  its  services,  re- 
ferrals will  increase  rather  rapidly. 

Certain  of  the  medical  specialties  will  find  more  use  of  the  center 
for  their  patients  because  of  the  particular  type  of  patients  they  have 
in  their  own  practice.  Therefore,  it  is  well  for  these  various  groups 
of  physicians  to  be  consulted  to  obtain  from  them  an  estimate  of  the 
number  of  patients  they  may  have  who  might  well  profit  from  center 
services.  Assurance  should  be  given  physicians  and  all  other  users 
that  only  qualified  persomiel  under  medical  supervision  would  be  used 
in  the  treatment  phase  of  the  center  program. 

Other  groups  to  be  considered  in  estimating  the  caseload  are  the 
public  agencies  involved  in  rehabilitation,  such  as  the  Division  of 
Vocational  Eehabilitation,  the  Services  for  the  Blind,  the  rehabilita- 
tion services  of  the  Veterans  Administration,  Commissions  for 
Crippled  Children's  Services,  Public  Health,  etc.  In  the  earliest  stages 
of  planning  for  a  center,  these  groups  or  representatives  of  these 
groups  must  be  brought  in  so  that  they  can  delineate  the  kinds  of 
services  they  need  to  serve  their  clients  or  patients.  Unless  this  is 
done  the  center  may  well  emphasize  one  phase  of  service  which  is 
not  particularly  needed  by  these  agencies  because  of  other  existing 
services  within  the  area.    Without  joint  planning  with  these  groups  so 
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that  the  center  will  know  exactly  what  these  public  agencies  can  and 
will  buy  in  services  for  their  clients,  they  may  make  little  or  no  use  of 
the  center.  Since  these  public  agencies  are  some  of  the  greatest  po- 
tential users  of  center  facilities,  the  center  must  be  alert  to  provide 
the  kind  of  services  that  they  may  legitimately  purchase  and  use  for 
their  clients. 


EARLY  COOPERATIVE  PLANNING  ESSENTIAL 

If  this  kind  of  cooperative  planning  is  done  it  will  be  relatively  simple 
for  these  agencies  to  approximate  the  number  of  clients  per  year  that 
they  would  probably  refer  to  the  center  for  the  services  they  really 
need.  Through  this  approximation,  the  number  of  staff,  and  the 
quantity  and  type  of  equipment  could  be  estimated  and  considered  in 
the  planning  to  meet  these  needs.  It  is  also  necessary  for  the  center 
planning  group  to  understand  the  laws  and  the  regulations  in  their 
particular  States  under  which  these  public  agencies  must  operate. 
These  regulations  have  a  very  real  bearing  on  the  number  and  types 
of  cases  that  can  be  referred  to  the  center  if  they  comply  with  the 
laws  of  their  various  States. 

Some  centers  have  had  the  experience  of  setting  up  their  program 
and  often  a  very  excellent  one,  and  then,  and  only  then,  going  to  the 
various  potential  referring  sources  to  apprise  them  of  the  services  of 
the  center.  This  can  be  a  disappointing  experience  if  prior  coopera- 
tive planning  has  not  been  done.  For  instance,  in  the  case  of  the 
State  Vocational  Rehabilitation  Office,  the  center  may  have  developed 
a  program  which  is  heavily  weighted  in  the  area  of  physical  restora- 
tion while  the  office  may  have  already  established  with  hospitals  good 
working  relationships  and  may  not  want  or  see  the  necessity  to  change 
when  that  is  the  only  service  they  require  for  certain  of  their  clients. 
However,  that  same  agency,  in  pre-vocational  testing,  speech  and 
hearing  services,  psychological  services,  etc.,  may  have  many  needs 
for  service  for  their  clients  and  would  make  the  fullest  use  of  the 
facilities  of  the  center  in  these  areas. 

These  examples  are  simply  used  to  point  up  the  fact  that  the  center 
must  first  know  exactly  just  what  each  of  the  potential  referring 
sources  will  need  most  and  try  to  develop  its  program  to  meet  these 
needs  and  in  that  way  be  able  to  establish  some  sort  of  criteria  for  the 
number  of  clients  or  patients  that  may  reasonably  be  expected  from 
each  referral  source. 

Voluntary  health  organizations  also,  many  times,  have  need  for 
patient  services.  It  is  necessary  that  the  center  planning  group  con- 
tain representatives  of  these  various  groups  in  order  that  considera- 
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tion  be  given  to  what  their  individual  program  includes  and  what 
their  needs  are  for  the  particular  disability  groups  they  serve ;  also, 
to  find  the  answers  to  such  questions  as :  Would  they  be  able  to  refer 
patients?  Would  they  be  able  to  pay  for  the  services  rendered  by 
the  center  ?  What  are  the  greatest  needs  for  their  patients,  and  what 
kind  of  program  have  they  not  been  able  to  procure  in  the  community  ? 
If  the  center  developed  its  program  to  meet  these  needs,  would  the 
voluntary  agencies  use  it?  If  so,  what  proportion  of  their  caseload 
would  need  center  services  and  could  reasonably  be  expected  to  be 
referred  to  the  center  ?  Examples  of  such  groups  are :  the  local  affili- 
ates of  the  National  Foundation  for  Infantile  Paralysis,  National 
Society  for  Crippled  Children  and  Adults,  Heart  Association,  Cancer 
Society,  Tuberculosis  Society,  Cerebral  Palsy  Association,  Multiple 
Sclerosis,  Muscular  Distrophy,  Arthritis  and  Rheumatism  Associa- 
tions and  many  others  that  you  have  present  in  most  communities. 

Among  other  potential  users  of  the  center  program  are  the  insur- 
ance companies  handling  Workmen's  Compensation  cases.  The  claim 
departments  of  these  companies  should  be  apprised  of  the  program 
planned  in  the  center,  and  the  type  and  quality  of  service,  so  that  when 
cases  needing  center  services  are  brought  to  their  attention  for  referral 
to  the  center,  approval  will  already  have  been  procured  for  the  use  of 
the  center.  These  companies  or  their  representatives,  too,  need  to  be 
an  integral  part  of  the  planning,  and  an  estimate  of  the  number  of 
cases  that  they  have  had  to  send  to  outside  centers  or  the  number  for 
whom  they  have  not  been  able  to  procure  services  would  enter  into 
the  approximation  of  potential  caseload. 

It  is  impossible  to  give  in  detail  all  of  the  possible  potential  re- 
sources for  patient  referrals,  but  the  foregoing  are  examples  of  the 
kind  and  types  of  groups  with  whom  close  working  relationships  must 
be  established  if  the  center  is  going  to  have  any  sort  of  factual  basis 
on  which  to  compute  a  possible  caseload. 


PROGRAMS  GEARED  TO  COMMUNITY  NEEDS 

Not  every  community  is  going  to  be  able  to  have,  or  probably  should 
have,  a  comprehensive  rehabilitation  center.  Currently  there  is  a  tre- 
mendous surge  to  build  or  to  expand  centers.  Often,  too,  there  appears 
to  be  a  desire  on  the  part  of  many  organizations  and  groups  to  have 
a  center  of  their  own  without  consideration  of  possible  cooperative 
action.  Planning  today  must  be  done  on  an  area  basis  in  order  that 
the  disabled  of  given  communities  are  well  served  but  with  services  not 
duplicated  over  and  over.  Only  with  this  type  of  regional  planning 
can  we  estimate  properly  the  potential  caseload.     Otherwise,  as  is 
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already  seen  in  some  localities,  there  is  a  great  deal  of  competition  for 
patients.  This  often  results  in  poorly  supported  and  poorly  used 
centers.  Kesources  often  need  to  be  pooled  within  a  community  to 
establish  the  best  possible  service  to  the  disabled,  and  only  when  we 
take  a  truly  objective  look  at  ourselves  and  our  community  needs  are 
we  able  to  arrive,  realistically,  at  the  number  of  cases  that  we  will  be 
able  to  serve. 


PROBLEMS  OF   PERSONNEL 

Also,  since  rehabilitation  services  are  only  as  good  as  the  personnel 
providing  these  services,  the  problem  of  personnel  is  one  which  has 
a  direct  bearing  upon  the  potential  caseload  to  be  handled.  The  crit- 
ical shortage  of  qualified  personnel  in  all  rehabilitation  fields  is  well 
known,  but  seemingly  is  not  always  considered  as  many  go  ahead  in 
community  planning  for  centers.  A  beautiful  and  well-equipped 
building  is  worthless  as  far  as  rehabilitation  of  the  disabled  is  con- 
cerned without  an  available  staff  to  perform  the  needed  services. 

A  nationwide  shortage  of  trained  workers  is  preventing  the  benefits 
of  modern  rehabilitation  from  reaching  vast  numbers  of  the  Nation's 
disabled.  This  was  one  of  the  conclusions  in  a  report  released  by  the 
Health  Resources  Advisory  Committee  of  the  Office  of  Defense  Mobili- 
zation (2).  It  has  been  universally  recognized  that  the  greatest  single 
bottleneck  to  the  extension  of  services  to  the  disabled  is  the  lack  of 
sufficient  trained  professional  personnel  to  administer  such  services. 
Although  the  number  of  such  personnel  trained  each  year  has  in- 
creased substantially  within  the  past  decade,  today  there  are  not  suf- 
ficient personnel  to  meet  our  present  national  need  or  expected  future 
needs.  The  recent  report  of  the  committee  shows  that  the  present 
supply  of  physical  therapists  is  7,300  while  the  need  is  for  12,500; 
occupational  therapists,  the  present  number,  3,700,  and  the  need  is  for 
7,500 ;  and  social  workers,  6,380,  while  the  need  is  for  13,000.  The  same 
ratio  or  even  a  greater  one  exists  for  speech  therapists,  clinical  and 
counseling  psychologists,  and  rehabilitation  counselors.  The  number 
currently  being  graduated  in  these  fields  is  not  meeting  the  present 
needs  of  hospitals  and  centers  and  cannot  possibly  meet  the  needs  of  a 
greatly  expanded  demand  from  newly  created  facilities. 

Communities  must  assist,  then,  in  an  intensive  recruitment  program 
among  its  youth  to  enter  all  rehabilitation  fields  if  they  are  ever  going 
to  be  able  to  serve  all  their  disabled  citizens. 

Sum/mary 

While  not  trying  to  seem  discouraging  to  those  wanting  to  build  a 
center  in  their  community,  I  feel  strongly  that  all  of  these  factors  must 
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be  given  serious  consideration.  They  must  be  considered  in  estimating 
the  potential  caseload  that  may  be  referred  to  the  center  and,  also, 
they  must  be  considered  in  estimating  the  number  the  center  may  be 
able  to  serve  adequately  with  its  available  staff,  equipment,  space,  etc. 
The  need  for  a  center  and  the  potential  caseload,  then,  is  dependent 
upon  many  factors  and  only  a  portion  of  them  could  possibly  be  cov- 
ered in  this  paper.  But,  a  center  should  only  be  started  when  there 
is  proven  need  and  a  potential  caseload  is  assured.  As  has  been 
pointed  out  by  others,  civic  pride,  benevolence,  or  temporary  emer- 
gencies are  not  sufficient  reasons  for  constructing  a  rehabilitation  cen- 
ter, but  instead  the  center  should  be  built  only  after  a  need  has  been 
demonstrated,  availability  of  professional  personnel  assured,  and 
financial  support  obtained.  Only  when  all  of  these  factors  have  been 
taken  into  account  can  a  reasonable  approximation  of  the  size  of  the 
caseload  be  made,  and  the  program  of  the  center  be  developed  wisely 
and  successfully. 
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Estimated  Financial  Resources 
for  Support  of  tfie  Center 

hy   CHARLES   E.    CANIFF 

Executive    Director,    The    Rehabilitation    Center^    Evans- 
mile,  Ind. 

VOLUNTARY  ACTION  IN   REHABILITATION 

After  an  extended  tour  of  America,  one  of  our  noted  European  visitors 
wrote  of  his  experiences  and  impressions  of  our  country.  A  quota- 
tion from  his  writings  seems  very  appropriate  to  the  purposes  and  pro- 
gram of  this  meeting. 

These  Americans  are  the  most  peculiar  people  in  the  world.  You'll  not  be- 
lieve it  when  I  tell  you  how  they  behave.  In  a  local  community  in  their  country 
a  citizen  may  conceive  of  some  need  which  is  not  being  met.  What  does  he  do? 
He  goes  across  the  street  and  discusses  it  with  his  neighbor.  Then  what  hap- 
pens? A  committee  comes  into  existence  and  then  the  committee  begins  func- 
tioning on  behalf  of  that  need,  and  you  won't  believe  this  but  it's  true.  All  of 
this  done  without  any  reference  to  any  bureaucrat.  All  of  this  is  done  by  the 
private  citizens  on  their  own  initiative. 

Americans  of  all  ages,  all  conditions,  and  all  dispositions  consistently  form 
associations — to  give  entertainments,  to  found  seminaries,  to  build  inns,  to  con- 
struct churches,  to  diffuse  books,  to  send  missionaries  to  the  antipodes  .  .  . 

The  health  of  a  democratic  society  may  be  measured  by  the  quality  of  func- 
tions performed  by  private  citizens. 

This  was  written  by  Alexis  De  Tocqueville  on  the  occasion  of  his  visit 
to  America  in  1830'.  Today,  127  years  later,  we  are  maintaining  this 
tradition  of  concern  and  voluntary  action  to  solve  the  problems  of  our 
times.  In  fact,  we  have  strengthened  our  tradition  by  demonstrating 
that  voluntary  action  by  private  citizens,  coupled  with  but  not  ham- 
pered by  governmental  support,  can  accomplish  even  more  toward 
improving  the  health  and  welfare  of  the  citizens  of  our  country.  To- 
day, in  all  parts  of  our  land,  citizens  are  banding  together  in  associa- 
tions to  solve  the  problems  of  providing  rehabilitation  services  to  our 
disabled  citizens.  Through  their  efforts,  coupled  with  the  resources 
and  support  of  our  Government,  it  can  be  possible  for  us  to  provide 
the  programs  and  facilities  essential  to  the  achievement  of  our  goal 
of  giving  the  handicapped  opportunity  to  lead  happy,  useful  lives. 

It  is  not  within  the  province  of  this  discussion  to  belabor  the  point 
that  rehabilitation  services  to  the  handicapped  are  of  value,  both 
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from  the  humane  and  the  economic  standpoint.  Nor  is  it  necessary 
here  to  discuss  the  great  need  we  have  for  comprehensive  rehabilita- 
tion centers  to  serve  the  seriously  disabled.  But  after  accepting  these 
premises  as  true,  we  must  face  the  very  practical  problems  of  planning 
the  program,  recruiting  the  necessary  staff,  obtaining  the  necessary 
facilities  to  house  the  program,  and  financing  the  on-going  activities 
of  the  center. 


THE  POSITIVE  APPROACH  TO  FINANCING 

If  we  really  believe  and  can  demonstrate  that  rehabilitation  "pays" 
economically  and  that  the  rehabilitation  center  is  the  logical  and  most 
practical  facility  through  which  to  channel  certain  phases  of  our  re- 
habilitation activities;  then  our  question  is,  "How  do  we  finance  the 
rehabilitation  center?"  If  through  surveys  and  other  measuring 
techniques  we  have  assured  ourselves  of  the  need  for  a  rehabilitation 
center,  we  know  we  can  afford  it,  since  we  are  already  paying  more 
than  its  cost  in  care  for  dependent  disabled  citizens  and  the  loss  of  their 
productivity.  Our  approach  to  financing  problems  should  thus  be  a 
positive  one,  not  negative.  However,  this  in  no  way  minimizes  the 
problem  of  financing  since  it  is  never  an  easy  task  to  redirect  the  flow 
of  financial  resources  from  established  channels  in  a  new  direction. 

There  is  no  royal  road  to  success  in  raising  funds.  Nor  are  there  any 
guaranteed  techniques  that  are  sure  to  work  in  every  community.  A 
sound,  well-planned  service  program,  an  effective  community  educa- 
tion program,  a  strong  organization  guided  by  respected  and  respon- 
sible leaders  coupled  with  hard  work  is  the  best  guarantee  of  financial 
success. 

The  rehabilitation  center  should  be  organized  and  operated  to  best 
fit  into  the  total  community  program  of  health  and  welfare  services. 
Since  no  two  communities  are  organized  or  operate  in  identical  pat- 
terns, the  potential  financial  resources  for  each  center  may  differ 
radically  from  any  other  center.  As  a  consequence,  there  can  be  no 
specific  pattern  of  financial  resources  that  are  available  to  the  same 
degree  in  every  community.  This  discussion  will  be  directed  toward 
description  of  the  financing  problems  that  are  generally  encountered, 
areas  for  investigation  in  obtaining  funds  and  possible  resources  for 
information  and  counsel. 


PLANNING   FOR  SUPPORT 

The  financial  aspects  of  planning  for  a  rehabilitation  facility  seem  to 
fall  into  three  categories ;  capital  funds,  operational  funds  during  the 
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development  stage  of  the  project  and  financing  the  ongoing  program. 
If  the  center  is  to  survive — or  even  come  into  being — we  must  do  sound 
planning  and  have  funds  available  for  support  of  each  of  these 
activities. 

Without  adequate  housing,  the  rehabilitation  center  program  will 
not  achieve  its  full  potential  for  effective  service.  The  size,  design  and 
location  of  the  building  will  have  an  important  effect  upon  its  efficiency 
as  well  as  the  status  and  recognition  that  the  center  will  receive  from 
the  community.  The  largest  single  cash  outlay  that  will  he  made  in 
initiating  a  rehabilitation  center  program  will  be  the  capital  expendi- 
tures for  building  and  equipment.  Conversely,  this  will  be  the  largest 
single  amount  of  cash  (or  credit)  that  will  be  needed.  Consequently, 
planning  and  investigation  of  resources  for  obtaining  capital  funds 
must  be  carried  out  most  carefully  and  thoroughly.  Investment  in  a 
physical  structure  and  costly  equipment  is  one  that  the  community  ex- 
pects to  support  for  any  one  agency  only  at  widely  separated  intervals. 
The  axiom  to  "make  haste  slowly"  is  a  most  appropriate  guide  to  this 
stage  of  financial  planning. 


RAISING   FUNDS  FOR  CAPITAL  NEEDS 

In  general,  there  are  four  potential  resources  for  obtaining  funds  for 
capital  needs. 

The  most  common  source  for  private  nonprofit  facilities  and  pro- 
grams is  the  communitywide  building  fund  campaign.  In  addition 
to  the  fact  that  by  using  this  medium  you  are  vastly  increasing  the 
potential  resources  that  can  be  tapped,  the  communitywide  campaign 
also  provides  an  opportunity  to  promote  the  broadest  possible  com- 
munity interest  and  support  for  the  center.  At  the  same  time,  this  type 
of  campaign  takes  long  and  careful  planning  and  a  well-organized 
precampaign  education  program  along  with  the  recruitment  of  leaders 
within  the  organization  who  will  be  able  to  give  proper  guidance  and 
lend  prestige  to  the  project. 

On  very  rare  occasions,  it  may  be  possible  to  obtain  the  interest  of 
a  small  but  affluent  group,  a  family  trust,  or  even  a  single  individual 
who  will  be  willing  to  provide  the  capital  finances  for  the  building 
program.  However,  this  possibility  should  be  considered  in  the  nature 
of  a  "windfall,"  and  it  would  be  most  unwise  to  plan  a  rehabilitation 
center  with  this  source  as  the  only  possibility  for  obtaining  capital 
funds. 

The  great  American  foundations  with  nationwide  interests  are  not 
likely  resources  unless  the  program  should  have  particular  features 
that  would  have  very  wide  significance  as  a  demonstration  or  research 
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project.  However,  local  foundations  and  family  trusts  can  often  be 
interested  in  support  to  capital  financing  programs,  and  possibilities 
should  be  investigated  thoroughly.  As  a  general  rule,  f  omidations  and 
potential  donors  of  the  major  portion  of  the  building  cost  are  thor- 
oughly solicited  during  the  process  of  the  communitywide  capital 
fund  campaign. 

A  fourth  area  to  investigate  in  capital  planning  is  governmental 
grants-in-aid.  Our  Federal  Government  has  long  recognized  the 
need  for  rehabilitation  services  for  our  disabled  citizens,  and  in 
partnership  with  our  voluntary  programs,  has  given  extensive  support 
to  the  expansion  of  rehabilitation  facilities.  The  most  important  step 
in  relation  to  the  financing  of  construction  of  comprehensive  rehabili- 
tation centers  was  taken  in  1954,  when  Public  Law  482  was  passed. 
This  law  amended  the  original  Hill-Burton  Act,  extending  the 
financial  support  program  for  hospitals  and  health  centers  by  adding 
rehabilitation  facilities,  as  well  as  other  types  of  health  facilities,  to 
the  program.  Through  this  program  Federal  funds,  administered  by 
the  States,  can  be  made  available  for  financing  construction  and  equip- 
ment for  private  nonprofit  or  public  comprehensive  rehabilitation 
centers. 

Another  potential  resource  for  financial  assistance  in  capital  financ- 
ing activities  is  available  through  the  expanded  Vocational  Rehabilita- 
tion program  made  possible  through  the  enactment  of  Public  Law  565 
by  Congress  in  1944.  Provided  that  the  rehabilitation  center  project 
meets  certain  requirements,  through  cooperative  planning  with  the 
State  Vocational  Rehabilitation  Agency,  governmental  funds  may  be 
made  available  to  help  meet  capital  needs. 

Evaluation  of  Sources  of  Capital  Funds 

In  investigating  resources  and  planning  the  capital  financing,  the 
sponsoring  group  will  want  to  explore  carefully  all  of  the  possibilities 
mentioned  here.  In  all  probability,  it  will  be  necessary  to  utilize  more 
than  one  or  all  of  these  potential  resources.  Fortunately,  information 
and  guidance  is  available  which  will  help  the  sponsoring  or  planning 
group  to  select  the  capital  financing  plan  which  will  best  meet  their 
needs.  With  private  nonprofit  groups,  the  communitywide  capital 
fund  campaign  is  the  most  common  basic  resource  for  their  funds.  If 
this  plan  is  considered,  serious  thought  should  be  given  to  the  advis- 
ability of  using  professional  fund-raising  counsel.  Fund-raising 
today  is  a  highly  complex  and  competitive  field. 

Unless  the  campaign  is  thoroughly  planned  and  skillfully  directed, 
failure  is  almost  certain  to  result.  Although  there  are  many  com- 
petent and  ethical  professional  fund-raising  organizations,  the  spon- 
soring group  can  be  assured  of  receiving  counsel  from  a  qualified  firm 
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by  contacting  a  member  of  the  American  Association  of  Fund-Kaising 
Counsel.  As  a  general  rule,  such  a  firm  will  come  into  the  community 
for  interviews  with  the  sponsoring  group  and  conduct  a  survey  of 
their  fund-raising  potential.  This  service  is  usually  provided  at  no 
charge,  and  in  many  instances  the  firm  will  make  specific  recommenda- 
tions regarding  steps  which  should  be  taken  before  the  organization 
undertakes  the  capital  fund  campaign.  While  the  use  of  professional 
counsel  does  not  in  itself  insure  a  successful  campaign,  competent 
campaign  direction  by  trained  personnel  certainly  minimizes  the 
chances  for  failure. 

Capital  financing  projects  such  as  for  community  rehabilitation 
centers  should  be  coordinated  with  the  total  community  health  and 
welfare  planning  and  financing  programs,  and  consultation  and  coop- 
eration with  the  local  Community  Health  and  Welfare  Council  can 
be  of  practical  value  to  the  sponsoring  group. 

Information  concerning  foundations  and  their  general  fields  of 
interest  can  be  obtained  by  consulting  the  publication,  "American 
Foundations  and  Their  Fields."  While  this  book  is  rather  expensive, 
it  is  available  in  the  reference  rooms  of  most  libraries  and  can  be  a 
valuable  tool  in  investigating  this  potential  resource  for  funds.  In  it 
are  listed  all  large  foundations,  and  their  fields  of  interest.  Another 
resource  for  information  on  foundations  is  through  the  offices  of  the 
District  Directors  of  Internal  Revenue.  Every  Foundation  which  has 
nonprofit  status  is  required  to  file  with  these  offices,  and  certain  parts 
of  these  reports  are  public  information.  Local  trusts  and  foundations 
which  are  not  generally  known  may  be  located  by  investigating  this 
resource. 

Information  about  available  funds  and  requirements  for  obtaining 
assistance  for  capital  construction  through  the  expanded  Hill-Burton 
program  can  be  obtained  by  consulting  with  the  State  agency  desig- 
nated to  administer  this  program.  In  most  instances,  this  will  be  the 
State  Department  of  Health,  Information  regarding  grants  under 
Public  Law  565  can  be  obtained  through  contact  with  the  State  Divi- 
sion of  Vocational  Rehabilitation,  or  by  direct  contact  with  the  United 
States  Office  of  Vocational  Rehabilitation,  Department  of  Health, 
Education,  and  Welfare.  In  some  States,  it  may  be  possible  to  obtain 
capital  funds  through  State  or  local  governmental  allocations.  Either 
of  the  two  State  agencies  mentioned  previously  should  be  able  to  pro- 
vide guidance  in  investigating  such  possibilities. 

The  Critical  Nature  of  Capital   Financing 

It  should  be  stressed  again  that  opportunities  for  capital  financing 
occur  at  very  rare  intervals  for  any  one  agency  or  institution.  The 
rehabilitation  center  can  fail  before  it  comes  into  being  if  the  capital 
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fund  program  fails.  The  advice,  cooperation  and  support  of  public 
and  private  community  health  and  welfare  groups  should  be  sought 
as  well  as  the  other  resources  that  have  been  discussed.  With  hard 
work,  careful  planning  and  a  sound  organization,  capital  funds  can  be 
raised  to  provide  the  building  and  equipment  necessary  to  carry  out 
an  effective  rehabilitation  program  in  a  community. 


FINANCING  ORGANIZATIONAL  EXPENSES 

After  the  physical  plant  and  equipment  have  been  guaranteed,  there 
arises  the  problem  of  financing  the  administrative  services,  initial 
staff,  supplies  and  the  organizational  activities  prior  to  the  actual 
beginning  of  operations  of  the  center.  If  the  new  center  is  to  be  de- 
veloped through  the  expansion  of  a  facility  currently  in  operation,  or 
by  an  agency  with  an  administrative  and  professional  staff,  these  costs 
can  be  minimized  and  added  to  the  current  operating  budgets.  Even 
so,  it  can  be  anticipated  that  a  significant  financial  outlay  will  be 
necessary  to  cover  the  added  costs  that  will  be  incurred  in  recruitment 
of  staff,  administering  construction,  planning  the  service  program, 
and  conducting  a  professional  and  public  education  program  in  prep- 
aration for  the  opening  of  the  center.  In  addition,  there  will  neces- 
sarily be  a  "shakedown"  period  after  the  center  is  in  operation  when 
operational  costs  will  be  very  high  in  relation  to  income  that  may  be 
anticipated  from  fees  and  other  sources  after  the  program  is  well 
under  way.  While  there  is  no  set  formula  by  which  these  costs  can  be 
projected  for  all  situations,  they  must  be  incorporated  in  the  total 
financial  planning  for  the  new  center.  If  the  sponsoring  group  has 
an  established  resource  for  operational  funds,  either  through  inde- 
pendent fund  campaigns,  federated  campaigns  or  grants-in-aid  from 
several  agencies,  advance  planning  must  be  done  so  that  there  will  be 
adequate  funds  available  to  cover  the  operational  costs  during  this 
phase  of  the  center's  development.  Again,  public  funds  may  be  avail- 
able under  certain  circumstances  through  the  provisions  of  Public 
Law  565.  Assistance  from  foundations  and  cooperating  public  and 
private  health  agencies  may  be  available,  dependent  upon  the  local 
situation. 


DEVELOPMENT  OF  AN  OPERATIONAL  BUDGET 

If  the  rehabilitation  services  we  propose  to  provide  in  our  centers  are 
going  to  be  "built  to  last,"  we  must  have  some  reasonable  assurances 
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that  it  will  be  possible  to  develop  an  operational  budget  where,  at  the 
end  of  each  year,  income  will  equal  expenditures.  This  is  no  simple 
matter.  While  we  maintain  that  the  services  our  centers  provide  are 
actually  an  economic  saving  for  our  communities,  there  is  no  known 
instance  where  a  private  nonprofit  comprehensive  rehabilitation 
center  obtains  an  adequate  income  from  fees  for  services  rendered 
to  finance  its  operation. 

At  the  present  time  there  are  many  instances  where  existing  re- 
habilitation centers  have  a  full  caseload  and  a  waiting  list  but  their 
operations  must  be  subsidized  because  the  users  either  cannot  or  will 
not  pay  the  actual  cost  of  the  services.  While  certain  departments 
within  the  center  are  often  financially  self-sustaining,  services  of  a 
less  tangible  nature  that  are  a  part  of  a  comprehensive  rehabilitation 
program  are  seldom  adequately  compensated  for.  Many  patients 
coming  to  the  rehabilitation  center  will  not  have  the  resources  to  pay 
the  costs  of  their  services,  yet  they  are  not  eligible  for  assistance  from 
any  other  public  or  private  agency  program. 

A  rule  of  thumb  that  is  often  used  states  that  50  percent  of  the 
center's  income  should  come  from  "third-party"  purchasers  (i.  e. 
insurance  companies,  public  and  private  agencies,  etc.)  for  their  clients 
or  patients.  Another  25  percent  should  come  from  payments  by  in- 
dividuals or  families  receiving  services.  The  final  25  percent  should 
come  from  voluntary  contributions  provided  by  the  community.  No 
authoritative  surveys  have  been  conducted  to  verify  these  figures,  and 
most  certainly  they  would  be  modified  by  local  circumstances. 

Just  as  today  many  private  nonprofit  hospitals  are  able  to  operate  on 
income  from  fees,  this  may  in  the  future  be  true  for  the  rehabilitation 
center.  It  would  not  be  realistic  to  anticipate  that  this  would  be 
generally  true  in  the  immediate  future. 


Potential  Income  From  Fees 

Potential  sources  of  income  from  fees  are  expanding  rapidly,  how- 
ever. Insurance  carriers  writing  policies  for  business  and  industry 
such  as  are  required  under  Workmen's  Compensation  laws  are  rapidly 
expanding  their  use  of  rehabilitation  center  services  for  workmen 
injured  in  industry.  Also,  some  of  the  newer  "personal  disaster" 
insurance  policies  cover  services  such  as  are  provided  in  rehabilitation 
centers.  In  States  where  the  Workmen's  Compensation  funds  are 
administered  by  a  public  agency,  that  agency  can  pay  for  services. 
Many  private  health  agencies,  particularly  those  national  groups 
that  are  concerned  with  specific  diagnostic  disabilities,  are  another 
possible  resource  for  either  payment  for  services  to  certain  patients, 
or  grants-in-aid  to  support  rehabilitation  services  in  the  center  for 
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specific  diagnostic  disabilities.  With  the  growth  of  union  welfare 
funds  we  are  finding  that  some  of  these  programs  cover  the  payment 
for  rehabilitation  center  services  for  their  union  members.  The 
United  Mine  Workers  Welfare  and  Retirement  Fund  is  probably  the 
most  noted  example  from  this  group. 

Probably  the  most  significant  development  in  potential  users  and 
purchasers  of  rehabilitation  center  services  has  been  in  the  expanded 
state-federal  program  of  vocational  rehabilitation.  With  the  enact- 
ment of  Public  Law  565  mentioned  previously,  public  funds  for  re- 
habilitation were  greatly  increased.  States  are  also  encouraged  to  ex- 
pand their  programs,  both  financially  and  through  the  types  of  cases 
accepted  and  the  rehabilitation  services  provided.  By  joint  planning 
and  close  cooperation  with  your  State  Division  of  Vocational  Rehabil- 
itation, it  should  be  possible  to  develop  working  agreements  where 
that  agency  would  be  a  major  purchaser  of  rehabilitation  center  serv- 
ices. In  centers  where  children's  services  are  incorporated  into  the 
program,  the  official  state  Crippled  Children's  Services  program  can 
be  another  potential  user  of  rehabilitation  center  services.  Also,  many 
local  public  and  private  welfare  agencies  can  pay  for  rehabilitation 
services  for  individuals  in  their  care. 

All  of  these  potential  purchasers  of  service  should  be  involved  in  as 
much  of  the  initial  planning  as  possible.  Rehabilitation  centers  are 
still  a  relatively  new  type  of  community  facility.  If  the  agencies 
that  are  prospective  users  of  the  center's  services  have  participated  in 
its  development,  they  will  be  better  prepared  and  more  inclined  to 
purchase  the  center's  services. 

Of  course,  many  individual  patients  of  the  rehabilitation  center  will 
be  in  a  position  to  pay  for  all  or  part  of  their  services,  and  they  should 
be  expected  to  do  so.  Rehabilitation  centers  are  not  necessarily 
charitable  institutions.  Rather,  it  is  their  purpose  to  minimize  the 
need  for  providing  charity  to  our  severely  handicapped  citizens.  We 
can  hardly  promote  independence  for  our  patients  if  we  are  at  the 
same  time  encouraging  them  to  become  financially  dependent  upon  the 
community  when  they  have  adequate  personal  financial  resources. 

Financing  Operating  Deficits  Through  Contributions 

It  can  be  generally  anticipated  that  even  with  a  full  caseload  and 
excellent  working  relationships  with  purchasers  of  rehabilitation  cen- 
ter services,  the  income  from  fees  will  not  cover  the  center's  opera- 
tional budget. 

A  realistic  financial  program  will  include  plans  for  meeting  this 
deficit.  Again,  there  is  no  established  pattern  that  is  universally 
followed  by  all  centers.  Some  centers  are  members  of  a  federated 
program  of  fund-raising  for  community  health  and  welfare  services 
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such  as  the  Community  Chest.  Many  others  are  aifiliated  with  a 
nationwide  health  agency  such  as  the  National  Society  for  Crippled 
Children  and  Adults,  and  obtain  voluntary  gifts  through  the  annual 
fund-raising  campaign  of  that  agency.  There  are  still  other  centers 
that  maintain  their  own  independent  fund-raising  program  to  finance 
their  services.  However,  fund-raising  is  a  complex  and  highly  com- 
petitive field,  and  it  takes  considerable  time  to  develop  a  substantial 
body  of  continuing  supporters  for  a  new  facility  or  program. 

Another  source  of  financial  support  that  is  sometimes  available  is 
through  the  sponsorship  of  specific  services  within  the  center  by  local 
civic,  fraternal  or  philanthropic  groups.  The  rehabilitation  center, 
with  its  broad  range  of  services  to  many  types  of  disabled  persons, 
can  often  appeal  to  their  special  interests  and  provide  them  an  oppor- 
tunity for  community  service  through  such  financial  support. 

With  the  broad  humanitarian  aspects  of  the  rehabilitation  center's 
program,  it  is  particularly  adapted  to  be  the  recipient  of  income  from 
wills  and  bequests.  The  principles  inherent  to  the  rehabilitation  con- 
cept, with  the  emotional  appeal  of  serving  the  handicapped,  provide 
the  basic  factors  on  which  a  successful  program  of  encouragement  of 
legacies  and  bequests  can  be  built.  While  this  type  of  financial  sup- 
port is  long-range,  and  will  not  solve  today's  problems,  it  can  provide 
the  necessary  resources  for  future  stability  and  growth. 


CONCLUSION 

The  financial  planning  and  management  of  the  rehabilitation  center 
is  no  more  difficult  nor  less  easy  than  developing  and  maintaining  its 
service  program  or  any  other  phase  of  its  operation.  The  specific 
financial  problems  of  each  rehabilitation  center  will  vary  with  local 
conditions.  The  extent  of  capital  financing  will  depend  on  decisions 
as  to  whether  or  not  to  construct  a  new  facility,  expand  a  present  one, 
or  remodel  a  standing  structure.  Operational  costs  will  be  affected 
by  the  building  used,  the  specific  program  in  operation  and  salary 
patterns  in  the  community.  Capital  and  operational  income  to  meet 
these  financial  needs  should  be  adapted  to  the  available  resources  as 
they  exist  in  that  community. 

Unfortunately,  we  cannot  be  as  unconcerned  with  money  as  was 
Gertrude  Stein.  She  wrote,  "As  a  cousin  of  mine  once  said  about 
money,  money  is  always  there  but  the  pockets  change ;  it  is  not  in  the 
same  pockets  after  a  change;  and  that  is  all  there  is  to  say  about 
money." 

Our  job  is  to  make  sure  that,  as  the  pockets  change,  the  rehabilitation 
center's  pockets  are  involved  in  the  process. 
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APPENDIX 

Rehabilitation  Center  Financing:  Sources  of  Potential  Financial  Support 

1.  Capital  Needs 

A.  Community-wide  Capital  Fund  Campaign. 

1.  Takes  extensive  planning  and  skilled  direction. 

2.  Can  be  an  effective  tool  for  community  education. 

3.  Resources  for  advice  are : 

a.  Local  community  planning  and  coordinating  groups. 

b.  Local  Chamber  of  Commerce. 

c.  Professional   Fund-Raising   Counsel    (American  Association   of 

Fund-Raising  Counsel,  500  Fifth  Ave.,  New  York,  N.  Y.) 

B.  Limited  Solicitation  of  Large  Donors  or  Single  Donor 

1.  Usually  not  a  practical  source,  except  as  part  of  a  broader  based 
campaign. 

2.  Resources  for  advice  are  generally  the  same  as  for  "A"  above. 

C.  Grants  from  Foundations 

1.  The  large  nationally  known  foundations  are  not  likely  prospects  for 
support  of  local  projects. 

2.  Local  foundations  often  can  be  interested  in  supporting  capital  pro- 
grams. 

3.  Resources  for  information  on  foundations  are : 

a.  "American  Foundations  and  Their  Fields"   (available  in  refer- 

ence rooms  of  libraries ) . 

b.  Office  of  District  Director  of  Internal  Revenue. 

D.  Governmental  Grants-in-aid. 

1.  Under  Public  Law  482,  Hill-Burton  program. 

2.  Under  certain  sections  of  Public  Law  565. 

3.  Resources  for  information  are  : 

a.  State  Agency  designated  to  administer  the  Hill-Burton  program 

(usually  the  State  Department  of  Health) 

b.  The  State  Division  of  Vocation  Rehabilitaion  for  grants  under 

Public  Law  565. 

//.  Operational  Needs 

A.  Income  from  Fees 

1.  Insurance  companies,  Workmen's  Compansation  Boards,  self-insured 
business  and  industry. 

2.  Private  health  agencies,  union  welfare  funds. 

3.  State  Vocational  Rehabilitation  Divisions,  State  Crippled  Children's 
Services,  Departments  of  Public  Welfare,  other  state  and  local  public 
agencies. 

4.  Individual  patients  financially  able  to  pay. 

B.  Voluntary  Contributions 

1.  Center  included  in  community  federated  campaign. 

2.  Center  affiliated  wtih  National  health  agency,  participating  in  this 
campaign. 

3.  Center  conducts  its  own  annual  campaign. 

C.  Other  possible  sources  of  income. 

1.  Grants-in-aid  from  private  health  agencies,  public  agencies,  foundations. 

2.  Special  projects  supported  by  civic,  fraternal  and  philanthropic  groups. 

3.  Long-range  program  of  encouragement  of  legacies  and  bequests. 
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Estimating  Long-Range 
Potentials  for  the  Center 

hy  JAYNE  SHOVER 

Associate  Director^  National  Society  for  Crippled  Children 
and  Adults^  Inc.^  Chicago^  III. 

CURRENT  TRENDS  AND  FUTURE  GOALS  IN  PATIENT  CARE 

Trends  in  Patient  Care 

At  these  sessions  we  have  been  given  the  concepts  of  rehabilitation  and 
tools  for  measuring  needs,  problems,  and  resources,  so  far  as  we  can 
estimate  them  today.  But  knowledge  of  today's  needs  is  not  enough. 
So  far  as  possible,  we  must  gear  our  plans  to  the  demands  of  tomorrow. 
Much  of  our  vision  of  the  future  is  pure  conjecture,  it  might  be  called 
celestial  navigation,  and  it  is  dangerous  to  project  too  far. 

Before  discussing  the  guides  which  keep  us  alert  to  the  impact  of 
changes  which  affect  rehabilitation  center  organization  and  operation, 
it  would  be  wise  to  delineate  the  types  of  cases  with  which  we  are  here 
concerned.  A  rehabilitation  center  cannot  be  all  things  to  all  people, 
and  it  is  important  that  its  scope  of  services  be  clearly  defined  and  its 
goals  reasonable.  For  our  vision  into  the  future  today,  we  will  assume 
that  the  rehabilitation  center  will  be  chiefly  concerned  with  orthopedic 
and  neurological  disability  and  associated  handicaps,  cardiac  impair- 
ment, arrested  tuberculosis,  postsurgical  cases,  as  well  as  bursitis,  burn 
contractures  and  other  selected  cases  in  which  existing  staff  and  pro- 
gram can  be  helpful.  Those  in  which  the  primary  problem  is  serious 
mental  inadequacy  or  mental  illness  may  generally  best  be  served  in 
another  framework. 

What,  then,  may  be  anticipated  in  the  trends  in  patient  care  ?  Ac- 
cident cases  in  all  probability  will  continue  to  form  an  increasingly 
larger  proportion  of  rehabilitation  caseloads.  It  may  be  anticipated 
that  industrial  accident  cases — back  injuries,  paraplegia,  amputa- 
tions— will  make  up  a  much  larger  proportion  of  the  caseload  than  they 
now  do.  Cerebral  vascular  accident  cases,  cerebral  palsy,  and  Park- 
insonism may  require  an  increasingly  larger  segment  of  services. 
Multiple  sclerosis,  heretofore  considered  a  disability  of  adults,  has 
now  been  diagnosed  in  children  as  young  as  two  and  three  years  old. 
Multiple  disabilities  and  severe  handicaps  will  demand  call  for  new 
and  greater  attention. 
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Speech  and  audiological  rehabilitation  services  are  now  recognized 
as  an  integral  part  of  a  comprehensive  program  and  must  be  given 
much  greater  coverage  in  many  centers.  Although  the  center  should 
not  serve  large  numbers  of  school  children  with  relatively  simple  speech 
deviations,  cleft  lip  and  palate,  stuttering,  laryngectomy,  aphasia,  and 
maxillofacial  disorders,  all  occur  in  patients  to  whom  rehabilitation 
centers  have  a  major  obligation. 

At  present  many  centers  markedly  restrict  age  groups  served — in 
practice,  if  not  in  policy.  A  comprehensive  rehabilitation  service  em- 
braces all  ages,  from  infancy  to  old  age,  with  perhaps  special  atten- 
tion to  preschool  and  geriatric  cases. 

The  evaluation  of  future  needs  within  the  framework  set  here  will 
depend  upon  how  keenly  we  perceive  relationships  between  disability 
problems  and  current  social  and  economic  changes,  medical  and  scien- 
tific advance,  and  existing  legislative  provisions.  Standards  of  public 
health,  nutrition,  and  medical  care  form  the  basis  of  prevention  and 
treatment.  Improving  public  health  in  the  frontiers — Alaska,  Puerto 
Kico,  Hawaii,  the  Virgin  Islands — as  well  as  overcoming  widespread 
apathy  toward  use  of  the  Salk  vaccine,  are  challenges  of  the  first  order. 
The  concept  of  total  rehabilitation  is  a  newly  emerging  one  and  assess- 
ment of  needs  depends  not  only  on  requirements  for  services  but  our 
own  comprehension  and  skills  and  our  ability  to  apply  these  skills 
effectively. 


GUIDEPOSTS   FOR   FUTURE   GOALS 

In  the  past  three  decades,  milestones  in  rehabilitation  stand  out  clearly. 
In  a  long-range  look  into  the  future,  12  goals  are  outlined: 

1.  Careful  study  to  assess  present  needs  and  resources  and  evalua- 
tion of  future  needs.  Such  study  is  of  primary  concern  in  long-range 
planning  for  centers  to  establish  program  objectives,  administrational 
policy,  and  for  later  evaluation  of  program.  In  the  current  rehabili- 
tation survey  and  demonstration  of  Kansas  City,  Dr.  W.  D.  Bryant 
observes  new  lines  of  action  needed : 

We  have  found  a  tremendous  need  for  an  active  program  of  rehabilitation  in 
place  of  the  traditional  passive  approach.  As  matters  now  stand,  the  wheels  of 
rehabilitation  do  not  begin  to  turn  until  the  person  in  need  presents  himself  to 
an  agency. 

We  ourselves  are  going  to  have  to  do  a  Complete  About-Face  and  assume  the 
initiative — be  the  instigating  force.  Unless  we  actively  go  out  and  find  those  who 
need  rehabilitation — persuade  them — motivate  them — to  receive  treatment,  a 
sizable  number  of  these  handicapped  persons  will  not  receive  rehabilitation 
services  until  their  cases  have  progressed  so  far  that  the  expense  of  rehabilitating 
them  is  extremely  high. 
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2.  Flexibility  of  program  and  policy,  as  well  as  physical  plant,  to 
make  adaptation  to  changing  needs  possible. 

3.  Greater  emphasis  on  the  emotional  aspects  of  disability.  Some 
leaders  in  the  field  have  come  to  the  conclusion  that  more  than  50  per- 
cent of  physical  disability  is  due  to  emotional  problems.  One  careful 
study  indicated  that  20  percent  of  200  cerebral  palsied  studied  were 
unemployable  because  of  emotional  maladjustment,  and  that  parental 
attitudes  in  81  percent  were  unfavorable.  Thus,  factors  of  motivation, 
social  and  emotional  maturity,  family  relationships,  etc.,  are  con- 
cerns not  only  in  treatment  but  prevention,  and  highlight  the  import- 
ance of  improved  prevocational  exploration  and  counseling  service. 

4.  Increased  emphasis  upon  total  evaluation  of  the  patient  and  com- 
prehensive services.  Treatment  of  the  "whole  person"  will  require 
more  services,  more  personnel,  additional  funds  and  greater  space. 
It  is  certain  that  the  future  will  see  the  rehabilitation  center  more 
patient  centered  and  less  disability  centered. 

5.  More  intensive  work  on  employer  acceptance.  Tremendous  ex- 
penditures of  time,  money  and  effort  in  rehabilitation  of  men  and 
women  who  have  little  or  no  employment  potential  may  be  sometimes 
futile  because  of  the  limited  labor  market  for  the  handicapped. 
Charles  H.  Percy  has  pointed  up  the  problem  with  great  clarity: 

A  business  .  .  .  cannot  be  run  as  a  philanthropy.  It  must  be  profitable  or  it 
will  die.  The  corporate  president  is  responsible  to  his  shareholders  for  the 
management  of  his  company.  If  .  .  .  you  have  a  profit-sharing  plan,  you 
are  responsible  to  your  employees  as  well  as  to  your  shareholders  for  the  profits 
of  the  company.  These  are  the  hard,  cold  facts— facts  which  have  mistakenly 
worked  against  the  hiring  of  handicapped  persons  lest  they  not  be  able  to  carry 
their  share  of  the  load,  to  contribute  to  the  joint  aim  of  making  a  profit.  For  in 
periods  of  normal  hiring,  the  odds  are  estimated  to  be  6  to  1  against  a  per- 
sonnel department  hiring  a  handicapped  person. 

6.  Increasing  emphasis  on  prevocational  and  vocational  aspects 
of  rehabilitation.  A  surprising  conclusion  of  the  current  Kansas 
City  Rehabilitation  Survey  is  that  nearly  half  of  those  feasible  for 
rehabilitation  would  find  employment  after  rehabilitation  only  in 
sheltered  workshops.  If  a  large  proportion  of  the  more  than  2,000,- 
000  persons  estimated  to  require  rehabilitation  services  will  require 
sheltered  employment,  our  view  of  the  future  must  encompass  care- 
ful planning  for  adequate  facilities  of  this  type. 

The  type  of  facilities  required  may  be  clearly  seen  in  the  following 
suggested  disability  classifications:  (a)  slight  disability — ^community 
employment;  {h)  moderate  disability — community  employment  or 
sheltered  workshop;  (c)  moderately  severe  disability — possible  com- 
munity employment,  sheltered  workshop,  or  homebound  employment; 
(d)  severe  permanent  or  progressive  disability — self-care  training, 
possible  homebound  work,  or  avocational  pursuits;  and  (e)  totally 
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disabled — limited  self -care  training,  home  or  institution,  limited  avo- 
cational  pursuits,  or  spectator  recreation. 

7.  Alertness  to  the  role  of  organized  labor  and  the  insurance  car- 
riers. Programs  such  as  that  of  the  United  Mine  Workers  and  Lib- 
erty Mutual  Insurance  Company  are  examples  of  profound  influence 
by  these  groups  on  planning  for  rehabilitation  services. 

8.  Expansion  of  home  care  and  itinerant  services.  This  means 
more  than  physical  restoration  services  including  physician  visits, 
home  nursing  and  the  therapies.  It  means  social  casework  services, 
housekeeping  help,  dietary  instruction,  loan  or  provision  of  equip- 
ment and  appliances.  In  such  programs  a  new  concept  of  the  family 
physician  arises  as  a  key  person  able  to  deal  with  problems  on  a  family 
rather  than  an  individual  basis,  to  maintain  close  liaison  with  the 
home,  and  to  relate  his  knowledge  of  the  physical  environment  to  the 
treatment  program. 

9.  Intensive  effort  to  gain  public  understanding  and  acceptance. 
Although  more  dramatic  portrayal  of  services  may  help,  the  success 
or  failure  of  rehabilitation  efforts  rests  primarily  upon  the  individual 
dedication  of  each  staff  member,  and  the  ability  of  each  to  motivate 
and  inspire,  and  to  relate  not  only  to  the  patients  and  doctors,  but 
to  the  community. 

10.  Coordination  of  services  coupled  with  adequate  referral  and 
counseling  services  to  achieve  maximum  use  of  services  presently 
dispersed  throughout  the  community.  This  requires  responsible, 
thoughtful  leadership,  and  unceasing  effort. 

Experience  has  also  shown  that  a  handicapped  person  cannot  obtain  the  well- 
rounded  assistance  he  needs  unless  the  agencies  serving  him  create  a  voluntary 
and  cooperative  "network"  of  their  services  and  thus  together  provide  a  rela- 
tively complete  program.  This  in  turn  calls  for  a  high  degree  of  synthesis  within 
each  organization  and  constant  vigilance  to  ascertain  not  only  that  each  one  is 
filling  an  important  niche,  but  that  it  is  properly  synchronized  with  similar  and 
supplementary  organizations  in  the  community. 

11.  Determination  and  provision  of  needed  ancillary  services  in 
areas  which  are  not  the  center's  responsibility,  e.  g.,  care  of  the  se- 
verely disabled  young  adult,  education  of  the  brain-injured,  and 
problems  of  severe  multiple  disability. 

12.  Gearing  rehabilitation  plans  to  legislative  action.  Purchase 
of  care  by  tax-supported  agencies  has  marked  effect  on  center  plan- 
ning. The  proportion  of  cases  for  whom  services  may  be  purchased 
from  a  rehabilitation  center  by  the  U.  S.  Children's  Bureau  and  the 
Office  of  Vocational  Eehabilitation  has  steadily  increased  with  pro- 
gram expansion  and  provision  of  additional  funds.  Federal-State 
expenditures  on  vocational  rehabilitation  increased  from  $6,371,992 
in  1944  to  $35,400,000  in  1953,  and  with  new  appropriations  may  be 
expected  to  reach  $80,000,000  in  1958,  of  which  $65,000,000  will  be 
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Federal  funds.  U.  S.  Children's  Bureau  expenditures  for  crippled 
children's  services  increased  from  $3,866,938  in  1943  to  $15,000,000 
in  1956,  supplemented  by  State  appropriations  in  excess  of  this 
amount. 


FACTORS  IN  THE  CHANGING  REHABILITATION  SCENE 

Importance  of  Population  Trends 

Kehabilitation  centers  serve  a  segment  of  the  total  population — ^the 
handicapped.  Therefore,  population  trends  are  a  major  factor  hav- 
ing a  direct  bearing  upon  patient  care  from  the  long-range  view.  A 
brief  examination  of  the  effect  of  these  trends  may  help  us  to  see  more 
clearly  the  scope  and  direction  of  our  efforts. 

Population  increase. — First  of  all,  population  is  increasing  at  a 
steady  rate.  Future  population  estimates  have  been  revised  upward 
drastically.  The  United  States  population  in  1975  may  be  193,400,000, 
and  one  estimate  for  the  year  2000  is  320,000,000  or  approximately 
idouble  our  present  population.  This  means  added  cases  for  re- 
habilitation. Children  who  previously  would  have  died  now  survive, 
but  with  handicaps  due  to  congenital  disability,  neurological  condition 
and  disease. 

Secondly,  not  all  of  this  population  increase  is  due  to  a  higher  birth 
rate.  Two  thousand  years  ago,  the  average  life  span  was  25  years.  In 
1900,  its  was  49.  In  1955,  life  expectancy  had  increased  to  68.  An 
aging  population  means  an  increase  in  the  disabilities  of  age — arthritis 
and  rheumatism,  cerebral  vascular  accidents,  blindness,  deafness,  heart 
impairment,  and  disabilities  resulting  from  severe  circulatory  dis- 
orders (e.  g.,  amputations).  Today  there  are  about  14,000,000  men 
and  women  65  years  and  older  living  in  the  United  States.  This  group 
is  increasing  at  a  rate  of  400,000  a  year.  It  has  been  estimated  that 
the  number  of  aged  and  disabled  will  be  proportionately  increased  by 
1980  to  the  extent  that  for  each  working  man  or  woman  there  will  be 
one  such  person  requiring  assistance. 

Population  movement.— Thirdly,  significant  changes  in  geographic 
distribution  are  taking  place  which  bear  directly  upon  rehabilitation 
center  planning.  The  movement  from  farm  to  city  brings  families  into 
the  areas  of  populations  concentration  closer  to  rehabilitation  facili- 
ties. It  decreases  the  number  of  persons  likely  to  sustain  disabling 
farm  accidents  (farming  is  the  second  most  hazardous  occupation  in 
cause  of  death  and  disability)  but,  on  the  other  hand,  increases  the 
number  likely  to  sustain  disabling  injuries  in  industrial  and  traffic 
accidents. 
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Marked  population  shifts,  from  region  to  region  are  also  taking 
place,  chiefly  toward  the  Far  West.  From  1950  to  1955,  for  instance, 
California  gained  more  than  any  other  State,  and  at  a  rate  double  that 
of  the  country  as  a  whole.  The  rapid  growth  in  Florida  (a  5  percent 
annual  increase)  is  characterized  by  a  high  proportion  of  the  aged,  a 
significant  factor  in  rehabilitation  planning. 

The  movement  from  city  to  suburbs  is  of  exceedingly  great  im- 
portance in  planning.  In  1930,  one-third  of  the  population  in  the 
United  States  was  rural.  By  1950,  people  in  urban  areas  accounted 
for  more  than  half  the  population  in  30  States.  Nearly  all  the  increase 
in  civilian  population  since  1950  has  been  in  the  metropolitan  areas, 
which  have  grown  seven  times  faster  than  central  cities.  Centers  need 
to  be  easily  accessible  by  means  of  public  transportation.  The  severe 
limitation  in  transportation  to  rehabilitation  centers  faced  by  subur- 
ban families  highlights  the  need  for  mobile  units,  itinerant  services 
and  feeder  centers.  In  addition,  the  distance  from  related  com- 
munity services  and  resources  is  greater,  complicating  the  planning 
of  a  total  program. 

Population  composition. — Special  problems  are  created  by  the 
population  composition  of  each  community  and  each  area.  In  many 
Southern  States,  for  instance,  there  is  a  markedly  high  proportion  of 
children  to  adults.  In  some  States  (e.  g.,  North  Carolina)  children 
comprise  more  than  half  the  population  of  the  State.  And  the 
United  States  Department  of  Health,  Education,  and  Welfare  points 
out  that  children  of  migrant  workers,  those  highly  mobile  families, 
seldom  if  ever  see  a  doctor,  a  teacher,  a  child  welfare  worker  or  a 
nurse,  although  there  are  over  a  third  of  a  million  such  children. 

Emerging  Role  of  Hospitals  and  Medical  Centers 

A  second  factor  affecting  rehabilitation  center  planning  is  provision 
of  rehabilitation  services  in  hospitals  and  medical  centers,  A  survey 
of  2,600  hospitals  of  50  beds  or  more  by  the  Commission  on  Chronic 
Illness  in  1951  showed  that  65  of  1,600  responding  operated  what  was 
defined  as  organized  rehabilitation  services.  Only  18  had  separate 
ward  services  and  specific  allocation  of  beds  for  rehabilitation.  The 
current  expansion  of  existing  services  and  the  integration  of  rehabili- 
tation programs  into  hospital  services  has  received  additional  impetus 
from  recent  Federal  legislative  provisions,  such  as  the  Hill-Burton 
Act. 

The  existence  of  an  adequate  number  of  hospital  beds  in  any  area 
will  of  course  exert  an  influence  on  the  extent  of  this  development, 
since  in  turn  this  influences  the  availability  of  physician  care,  and  the 
willingness  of  the  community  to  institute  new  services.    Bed-popula- 
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tion  ratios  are  related  to  per  capita  income,  degree  of  urbanization, 
and  community  development. 

In  some  communities,  hospital  rehabilitation  services  will  generally 
be  adequate.  In  others,  additional  services,  including  those  of  a  free- 
standing community  rehabilitation  center,  will  be  required  if  needs 
are  to  be  met.  The  chief  problem  facing  hospital  rehabilitation  units 
is  the  need  in  a  comprehensive  rehabilitation  program  for  personnel 
which  are  not  generally  found  on  hospital  staffs  (counseling  and 
psychological  services,  vocational  services  including  prevocational 
evaluation  and  work  adjustment,  and  speech  and  hearing  rehabilita- 
tion) .  In  addition,  the  cost  of  bed  care  in  an  acute  hospital,  which 
rose  from  $9.50  in  1940  to  an  average  of  $21.Y6  in  1956  across  the 
Nation,  is  an  obstacle  to  inpatient  care  of  disabled  persons,  particu- 
larly when  the  cost  of  specialized  rehabilitation  services  would  add 
an  average  of  $10.00  a  day  to  these  costs.  The  development  of  free- 
standing community  centers  may  thus  be  expected  to  continue,  since 
they  meet  needs  not  met  in  other  ways  and  through  free  utilization  of 
related  community  services.  It  does  not  appear  that  medical  schools 
and  teaching  hospitals  will  supplant  them,  since  the  highest  priority 
in  the  free-standing  center  is  and  will  continue  to  be  patient  care  and 
services,  while  the  highest  priority  in  schools  and  hospital  centers  is 
generally  teaching  and  research. 

Growth  of  the  Rehabilitation  Concept 

A  third  factor  affecting  rehabilitation  planning  is  the  steady  growth 
and  changes  in  our  knowledge  of  the  facets  of  service  which  are 
involved  in  rehabilitation.  Not  every  center  can  offer  the  entire 
constellation  of  services,  nor  should  it.  We  should  rather  look  to  the 
planning  of  major  rehabilitation  centers  in  heavily  populated  areas 
with  feeder  centers  and  related  services  in  hospitals  in  outlying  areas. 

New  Tax-Supported  Functions  and  Responsibilities 

A  fourth  set  of  factors  having  major  impact  upon  planning  and 
growth  of  centers  are  the  changing  concepts  of  public  health  and 
public  school  functions.  Just  a  little  over  a  century  ago,  education 
became  a  public  responsibility,  and  in  the  intervening  years,  new 
responsibilities  have  been  added — namely,  institutionalization  of  the 
mentally  ill,  custodial  care  and/or  education  of  the  mentally  deficient, 
and  care  of  the  unemployed.  In  1936,  through  the  Social  Security 
Act,  an  inadequate  system  of  "poor  relief"  to  the  destitute  was  re- 
placed and  a  wide  range  of  other  services  added.  In  rehabilitation, 
the  earliest  services  in  this  field  to  become  public  function  were  voca- 
tional guidance,  training  and  placement,  and  other  employment  serv- 
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ices.  The  extensive  Hill-Burton  hospital  building  program  and  the 
support  added  in  1955  and  1956  to  rehabilitation  training  and  develop- 
ment of  rehabilitation  facilities  gave  additional  impetus  to  public 
functioning  in  rehabilitation. 

In  some  States  there  has  been  extensive  development  of  rehabilita- 
tion programs  in  public  schools.  In  many,  there  has  been  relatively 
little  movement  in  this  direction.  We  are  currently  at  a  crossroads  in 
our  thinking  concerning  this  development,  yet  it  is  one  in  which  deci- 
sions will  markedly  affect  trends  in  rehabilitation  planning.  The 
question  may  be  asked — to  what  extent  should  we  expect  public 
schools,  with  a  staff  skilled  and  trained  in  education,  to  provide  treat- 
ment services  to  children  with  medical  problems  ? 

War 

A  fifth  factor  affecting  potential  services  and  caseload  can  very  well 
be  the  incidence  of  war  and  atomic  bombing.  No  attempt  to  evaluate 
this  factor  will  be  made,  since  there  would  be  no  way  in  which  to  esti- 
mate the  extent  or  type  of  medical  problems,  nor  what  resources 
would  exist  for  meeting  them.  Warren  Weaver,  Chairman  of  the 
Committee  on  Genetic  Effects  of  Atomic  Radiation  of  the  National 
Academy  of  Sciences,  has  made  the  somber  prediction  that  6,000 
babies  born  to  this  generation  will  be  handicapped  because  of  radio- 
active fallout  at  the  current  rate  of  nuclear  tests.  Recognizing  that 
the  future  may  hold  serious  problems  in  radiation  injury,  we  will  here 
predict  only  that  such  a  catastrophic  occurrence  would  bring  problems 
to  those  in  rehabilitation  centers,  and  demands  for  service  beyond 
present  estimation. 


LONG-RANGE   PERSONNEL  PLANNING 

Sound  long-range  planning  for  rehabilitation  services  involves  more 
than  consideration  of  patient  load  and  types  of  services  offered,  for 
patients  can  be  served  only  so  long  as  centers  are  adequately  staffed. 
The  report  of  the  Health  Resources  Advisory  Committee  to  the 
Office  of  Defense  Mobilization  on  paramedical  personnel  and  care  of 
the  chronically  ill  in  January,  1956,  pointed  to  the  current  lack  of 
sufficiently  trained  personnel  as  the  greatest  single  "bottleneck"  in 
the  extension  of  services  to  the  disabled.  Needed  were  12,440  physical 
therapists,  9,520  occupational  therapists,  13,000  social  workers,  16,500 
speech  therapists,  and  psychologists  and  rehabilitation  counselors  far 
greater  than  the  supply  of  adequately  trained  personnel.  It  is  ex- 
pected that  miless  the  present  trend  is  reversed,  personnel  shortages 
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will  be  even  more  severe  by  1961  than  at  present,  but  that  the  critical 
nature  of  the  problem  will  diminish  in  the  succeeding  decades,  as 
pointed  out  by  the  President's  Committee  on  Education  Beyond  the 
High  School : 

The  current  labor  force  of  68  million  will  increase  to  nearly  90  million  by  1975, 
and  a  steadily  increasing  proportion  will  be  professional  and  technical  per- 
sons  Colleges  and  universities  alone  will  enroll  from  3  to  5  million  additional 

students  by  1970,  possibly  more. 

This  Committee  further  points  out  that  adequate  professional  train- 
ing can  be  based  only  on  adequate  basic  educational  facilities,  re- 
quiring many  more  able  and  qualified  teachers  than  present  efforts  and 
physical  facilities  can  provide. 

The  problem  of  personnel  shortage  is  universal.  Benson  Ford,  vice- 
president  of  the  Ford  Motor  Co,  states : 

As  industrial  processes  become  more  complex,  we  become  more  and  more 
dependent  upon  highly  skilled  workers  and  supervisors.  The  absence  of  just  a 
few  key  men  can  be  tremendously  costly  to  us. 

Our  experience  reflects  a  national  problem.  Between  1940  and  1953,  our  popu- 
lation grew  by  29  percent  in  the  17-and-under  age  group,  more  than  47  percent  in 
the  65-and-over  group,  and  only  10  percent  in  the  actual  working  force  of  the 
18-to-64  group. 

Thus  the  low  birth  rate  of  the  depression  decade  may  be  pointed  to  as 
the  chief  cause  for  an  acute  shortage  of  skilled  personnel. 

Nor  is  it  in  numbers  of  professional  persons  alone  that  deficiencies 
exist.  Two  years  ago  Dr.  A.  K.  Shands,  Jr.,  eminent  leader  in  the  re- 
habilitation field,  called  attention  to  the  disinterest  of  physicians  in 
rehabilitation,  noting  that  80  percent  or  more  of  the  medical  profession 
had  an  apathetic  attitude  toward  rehabilitation,  and  only  3  percent  was 
definitely  interested  in  and  appreciative  of  the  potentials  of  rehabilita- 
tion. Dr.  Howard  Kusk  has  emphasized  that  "the  problems  medicine 
faces  in  meeting  the  growing  incidence  of  chronic  disease  and  dis- 
ability extend  far  beyond  any  medical  specialty"  and  that  they  are 
problems  which  must  be  faced  and  solved  by  medicine  as  a  whole. 

The  present  picture  on  personnel  is  a  rather  confused  one.  There  is 
competition  among  agencies  and  between  public  and  voluntary  agencies 
for  personnel.  Personnel  training  is  being  carried  on  in  fields  where 
standards  have  not  been  established  (e.  g.,  vocational  counseling) ,  and 
in  some  instances  in  fields  conflicting  with  established  professions  (e.  g., 
corrective  therapy,  rehabilitation  therapy,  manual  arts  therapy). 
Long-range  planning  for  personnel  training  in  rehabilitation,  there- 
fore, envisions  first,  integration  and  coordination  of  services  to  make 
possible  maximum  use  of  existing  personnel;  second,  realistic  plan- 
ning for  expansion  of  present  services.  A  disservice  is  done  by  setting 
as  goals  the  establishment  of  services  too  extensive  and  complex  to  be 
feasible,  or  which  would  create  services  for  the  handicapped  far  ex- 
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ceeding  those  for  the  nonhandicapped,  or  which  are  beyond  reach  of 
attainment  by  reason  of  resources  needed  in  funds  and  personnel. 

Urgent  needs  have  become  apparent  in  personnel  training,  which 
may  be  met  to  some  degree  by  improved  teaching  material  and  methods, 
greater  opportunity  for  clinical  practice,  and  wide  use  of  internships 
and  externships. 

A  difficult  problem  relates  to  the  fact  that  staff  members  train  in  one 
environment  and  practice  in  another.  Clinical  practice  in  a  medical 
environment  would  be  helpful,  enabling  wider  experience  with  the 
cases  found  in  rehabilitation  center  practice  and  background  for  more 
effective  relationships  with  allied  professions  such  as  physical  therapy, 
occupational  therapy,  speech  therapy,  and  social  work.  Professional 
training  is  effective  to  the  extent  that  it  equips  workers  for  greater 
understanding  of  the  other  professional  disciplines  of  problems  of 
agency  relationships  and  of  community  organization. 

Nor  can  centers  continue  to  function  effectively  without  medical 
direction  on  location.  The  knowledge  and  skill  for  this  direction  will 
depend  upon  the  individual,  his  interest,  his  abilities  to  function 
effectively  in  the  center,  and  his  relationships  with  his  coworkers, 
rather  than  upon  his  training  in  a  given  medical  specialty. 

Other  long-range  improvements  toward  which  we  look  are  stand- 
ardization of  nomenclature,  clarification  of  professional  fields,  and 
establishment  of  standards  in  those  professions  not  now  having  stand- 
ards. All  staff  members  should  be  members  of  clearly  established 
groups.  It  may  be  seriously  questioned  whether  the  rehabilitation 
center  is  the  place  to  demonstrate  new  fields. 

The  requirement  for  understanding  and  practice  of  true  teamwork 
is  one  which  should  be  shared  by  all  personnel  at  the  center.  Pro- 
fessional training  should  not  be  geared  to  such  a  great  extent  to 
acquisition  of  knowledge  and  practice  of  techniques  that  understand- 
ing of  the  team  concept  which  enables  effective  utilization  of  this 
knowledge  is  overlooked.  It  is  fervently  hoped  tht  the  curricula  of 
professional  training  which  are  at  present  geared  specifically  to  the 
individual  disciplines  will  be  restructured  to  include  teaching  of  team- 
work, which  is  just  as  important  as  professional  techniques.  Team- 
work is  not  inborn.  It  must  be  learned  and  should  be  taught  at  the 
college  level.  It  is  manifestly  unfair  to  the  student,  to  the  other 
personnel  at  the  center,  and  to  the  patients,  when  these  critically  im- 
portant values  are  learned  by  trial  and  error  after  he  goes  out  into 
the  field.  a, 

During  professional  training,  a  clear  picture  of  the  scope  of  service 
and  areas  of  responsibility  in  the  other  professions  concerned  with 
rehabilitation  should  be  given,  as  well  as  an  understanding  of  the 
interrelationships  of  the  professions.     Speech  pathologists,  psycholo- 
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gists,  social  workers,  and  others  must  have  a  realistic  understanding 
of  their  role,  which  is  different  in  a  rehabilitation  center  than  it  is  in 
a  public  school,  health  department  or  small  private  agency.  Some  of 
the  failures  and  problems  of  present  rehabilitation  efforts  stem  from 
inept,  well-meaning  personnel  who  lack  training  in,  and  knowledge  of, 
community  organization.  Probably  no  service  is  as  multifaceted  as 
that  of  a  free-standing  community  rehabilitation  center,  cutting  as  it 
does  across  all  phases  of  family  and  community  relationships  and 
reaching  into  all  walks  of  life. 

The  Impacf  of  Research 

Community  rehabilitation  centers  are  in  a  position  to  make  a  unique 
contribution  to  selected  types  of  research.  Basic  medical  research  is 
not  generally  appropriate  to  rehabilitation  centers.  Possible  areas  of 
research  include : 

1.  Participation  in  studies  under  the  National  Health  Survey  Act 
(Public  Law  652)  authorized  by  the  Department  of  Health,  Education, 
and  Welfare  as  a  continuing  national  survey  on  disease  and  illness,  to 
be  conducted  by  the  Public  Health  Service. 

2.  Administrative  aspects,  including  standardization  of  nomencla- 
ture and  uniform  record-keeping. 

3.  Research  in  therapeutic  techniques  (of  especial  significance  to 
those  centers  having  staff  qualified  to  engage  in  such  research.)  The 
clinical  evaluation  of  artificial  limbs  such  as  is  being  carried  on  under 
the  Prosthetics  Research  Board  of  the  National  Research  Council  is 
an  example. 

4.  Research  into  the  concept  and  contribution  of  prevocational 
evaluation. 

5.  Emotional  aspects  of  disability. 

6.  Counseling,  embracing  the  broad  fields  of  patient  counseling, 
parent  and  family  counseling,  educational  guidance,  and  vocational 
counseling. 

7.  Vocational  rehabilitation  of  the  chronically  disabled,  including 
evaluation  of  job  potential,  transitional  work  activities,  modification 
of  tools  and  equipment,  work  simplification,  correlation  of  production 
indices  and  business  opportunities  with  specific  handicaps,  and  related 
areas. 

8.  Establishing  criteria  for  retirement,  or  for  rating  disability 
which  is  a  social,  economic  and  administrative  problem  of  the  first 
magnitude. 

Inquiries  in  all  of  these  areas  could  result  in  information  which 
would  profoundly  affect  the  practice,  caseload,  and  program  planning 
in  centers. 
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Although  it  has  been  stated  here  that  basic  medical  research  is  more 
appropriate  to  staff  and  facilities  of  medical  centers  other  than  re- 
habilitation facilities,  it  is  important  to  note  the  effect  of  medical 
research  on  center  programs  and  personnel.  For  instance,  widespread 
use  and  acceptance  of  the  Salk  vaccine  will  have  a  progressively 
greater  effect  on  caseload.  On  January  4,  1957,  the  United  States 
Public  Health  Service  announced  that  the  number  of  cases  of  polio- 
myelitis dropped  by  47.5  percent  in  1956,  the  first  year  in  which  there 
was  made  use  of  the  Salk  vaccine.  There  was  also  a  37  percent  drop 
in  cases  of  paralytic  poliomyelitis.  Other  crippling  conditions  yield- 
ing to  advanced  medical  knowledge  and  research  are  bone  and  joint 
tuberculosis,  now  rarely  seen  in  this  country ;  osteomyelitis ;  and  cere- 
bral palsy  caused  by  blood  incompatibilities.  Marked  progress  has 
been  made  in  the  control  of  rheumatic  fever  with  chemotherapy  and 
new  methods  of  treatment  and  prevention.  New  techniques  in  heart 
surgery  will  offer  freedom  from  disability  in  many  cases  who  would 
otherwise  be  chronic  invalids.  Striking  results  have  recently  been 
achieved  in  neurosurgery  for  control  of  symptoms  of  Parkinsonism, 
severe  cases  of  acquired  cerebral  palsy  and  others.  Intensive  research 
currently  in  other  crippling  diseases  such  as  arthritis,  muscular  dys- 
trophy and  multiple  sclerosis  can  similarly  have  marked  effect  on 
need  and  demand  for  rehabilitation  services.  Especially  is  this  true 
in  arthritis,  with  an  estimated  11,000,000  cases,  of  which  1,500,000 
represent  those  who  are  severely  involved,  including  100,000  bed  cases. 


SUMMARY 

We  have  tried  here  to  summarize  for  you  the  trends  in  patient  care, 
goals  in  rehabilitation  center  planning  which  will  enable  us  to  meet 
the  needs  outlined,  factors  having  significant  impact  upon  center 
planning,  a  long-range  view  of  personnel  training,  and  the  impact  of 
research. 

Wliether  or  not  the  knowledge  now  available  to  all  of  us  in  the 
field  of  rehabilitation  will  be  applied  brings  to  mind  a  Chinese  wise 
man.  Hoping  to  trap  him,  two  of  his  enemies  planned  to  ask  him  an 
unanswerable  question.  One  would  hold  a  bird  imprisoned  in  his  hand 
and  ask  the  sage,  "Is  the  bird  dead  or  alive?"  If  the  reply  was 
"alive,"  he  would  smother  the  bird  in  his  hand.  If  the  wise  man 
answered  that  it  was  dead,  the  bird  would  be  released  to  fly  away. 

When  the  question  was  put  to  him,  the  wise  man  pondered  for  some 
time.     Finally  he  replied,  "Gentlemen,  the  answer  is  in  your  hands." 
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Community  Interpretation 
of  the  Role  of  the  Center 


hy  E.  B.  WHITTEN 

Executive   Director^   National  Rehabilitation  Association^ 
Washington^  D,  G. 


I  HAVE  BEEN  ASKED  to  discuss  the  community's  interpretation 
of  the  role  of  the  center.  This  is  an  important  topic,  and  I  am  not 
sure  I  can  do  justice  to  it.  Nothing  is  more  important  to  the  center 
than  the  community's  interpretation  of  its  function,  but  it  is  fre- 
quently difficult  to  be  sure  what  the  community  really  thinks  the  center 
is  supposed  to  do.  There  are  few  objective  measurements  of  com- 
munity attitudes,  and  little  research  has  been  done  to  ascertain  the 
community's  feelings  about  rehabilitation  in  general  or  rehabilitation 
centers  in  particular.  It  might  also  be  added  that  I  am  not  trained  in 
the  public  relations  field  and  therefore  must  discuss  this  topic  from 
another  viewpoint. 


INTERPRETATION  AND  SUPPORT 

That  community  interpretation  is  not  always  what  centers  would  have 
it  be  is  easily  demonstrated.  Although  everyone  agrees  that  there  are 
tens  of  thousands  of  people  who  need  rehabilitation  services,  some 
centers  have  large  numbers  of  vacant  beds  or  are  otherwise  operating 
well  below  their  capacities.  Why  is  this  ?  Although  social  and  eco- 
nomic values  of  rehabilitation  seem  evident  to  anyone  working  in  the 
field,  financing  center  operations  is  often  extremely  difficult.  How 
shall  we  account  for  this?  Although  State  rehabilitation  programs 
are  expanding  rapidly,  this  is  not  always  reflected  in  the  increased  use 
of  rehabilitation  centers.  Why  is  this  ?  We  are  not  sure  that  we  know 
the  answer  to  these  questions,  but  we  do  believe  that  we  can  find  clues 
that  will  enable  us  to  do  more  than  speculate. 

Let  me  say  in  the  beginning  that  I  am  a  firm  believer  that  the  re- 
habilitation center  has  an  important  and  unique  role  in  the  rehabilita- 
tion of  the  handicapped.     I  have  given  the  rehabilitation  center 
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consistent  and  enthusiastic  support  for  a  period  of  over  ten  years, 
and  the  National  Rehabilitation  Association,  which  employs  me,  has 
probably  done  as  much  as  any  other  organization  to  create  the  climate 
which  has  enabled  the  rehabilitation  center  to  take  its  present  place 
in  the  rehabilitation  movement.  NRA  was  the  original  sponsor  of 
federal  aid  to  assist  in  establishing  rehabilitation  centers  and  has 
supported  appropriations  to  implement  rehabilitation  center  legisla- 
tion secured  in  1954.  In  addition,  it  is  the  viewpoint  of  NRA  that 
additional  centers  are  needed  in  many  areas  in  this  country  and  that 
many  existing  centers  need  to  be  expanded.  Therefore,  as  we  speak 
of  community  attitudes  toward  rehabilitation  centers,  we  do  so  as  a 
friend  of  the  movement  in  the  hope  that  what  we  say  will  help  some- 
one who  is  organizing  or  expanding  a  center  to  avoid  some  of  the  less 
obvious  pitfalls  as  lie  strives  for  public  understanding  of  the  role  of 
the  center. 


THE  COMMUNITY  VIEW  AND  THE  CENTER  VIEW 

A  good  case  can  be  made  for  the  viewpoint  that  a  rehabilitation  center 
is  as  much  what  the  community  thinks  it  is  as  what  the  center  itself 
thinks  it  is,  and  we  shall  point  out  that  these  two  viewpoints  may  not 
be  by  any  means  the  same.  Let  us  consider  the  attitudes  with  which 
various  segments  of  the  community  may  view  the  rehabilitation  center 
which,  amid  much  fanfare,  has  been  established  in  the  community.  In 
doing  this,  we  shall  consider  a  hypothetical  case.  It  is  inconceivable 
that  all  of  the  viewpoints  expressed  would  prevail  in  one  community 
directed  toward  one  center,  but  I  can  truthfully  say  that  every  attitude 
I  shall  describe  has  been  expressed  toward  at  least  one  rehabilitation 
facility. 

First,  what  does  a  rehabilitation  center  think  it  is  and  what  does  it 
consider  its  role  to  be  ?  For  the  sake  of  this  discussion,  let  us  assume 
that  in  its  brochures  it  states  that  it  is  a  facility  operated  for  the  prime 
purpose  of  assisting  handicapped  individuals  to  prepare  themselves 
physically,  emotionally,  and  vocationally  to  live  the  fullest  possible 
lives  compatible  with  their  limitations.  Its  unique  function  is  to  pro- 
vide a  setting  in  which  a  corrdinated  approach  by  many  professions 
can  be  made  to  the  physical,  emotional,  social,  and  vocational  evalua- 
tion of  the  individual  and  the  provision  of  such  services  as  are  required 
to  help  him  achieve  his  rehabilitation  goals.  The  brochure  may  fur- 
ther state  that  the  center  supplements  services  existing  in  the  com- 
munity ;  it  is  a  tool  for  social  agencies ;  it  is  an  extension  of  the  offices 
of  private  physicians. 
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ATTITUDES  IN  THE  COMMUNITY 

Certainly,  everyone  in  the  community  could  be  expected  to  support  a 
facility  with  such  a  laudable  concept  of  its  function  and  its  role  in  the 
community's  program  of  social  services.  But  is  this  facility  accepted  in 
the  community  for  what  it  says  it  is  ?  Let  us  consider  the  viewpoints 
that  may  exist  among  those  who  are,  or  should  be,  closely  associated 
with  it  in  the  rehabilitation  of  the  handicapped  of  the  community. 

The  Physician 

It  is  generally  agreed  that  understanding  and  support  of  the  role  of 
the  rehabilitation  center  by  the  physicians  of  the  community  is  of 
utmost  importance.  Medicine  is  the  one  profession  whose  representa- 
tives are  in  direct  contact  with  every  handicapped  person  in  the  com- 
munity. How,  then,  do  the  physicians  of  the  community  regard  this 
newly  established  institution  ?  To  them,  with  the  exception  of  a  few 
specialists  who  are  on  the  center  staff  and  a  sprinkling  of  others,  it 
may  be  a  vaguely  mysterious  institution  which  engulfs  their  patients 
within  its  maze  of  professional  services  and  professional  people. 
While  its  services  are  said  to  be  under  medical  supervision,  so  far  as 
these  physicians  see,  non-medical  people  are  really  running  the  show. 
Besides,  they  say,  who  is  Dr.  "X,"  a  Johnny-come-lately  to  the  com- 
munity employed  part-time  at  the  center,  to  tell  other  physicians  what 
should  be  done  for  their  patients.  And  this  pious  assertion  of  the 
center  that  all  its  services  are  actually  under  control  of  the  referring 
family  physician  just  won't  hold  water.  Besides,  the  whole  thing  may 
seem  to  be  a  lot  of  commotion  over  a  relatively  small  thing.  Haven't 
physicians  been  doing  rehabilitation  as  long  as  anyone  can  remember  ? 
Isn't  the  rehabilitation  center  idea  with  its  pseudo  teamwork  just  a 
passing  fad  ?  Is  not  the  best  thing  to  do  merely  to  leave  it  alone  and 
let  it  die  a  natural  death  ? 

The  Vocational  Rehabilitation  Agency 

The  attitude  of  the  state-federal  rehabilitation  agency  is  also  extremely 
important  in  the  operation  of  the  rehabilitation  facility.  This  pro- 
gram has  been  in  existence  over  30i  years.  Every  community  has 
numerous  individuals  who  have  profited  from  the  services  of  this 
agency.  The  center  has  expected  the  wholehearted  support  of  the 
rehabilitation  agency  in  its  endeavor.  In  some  instances,  this  has  not 
materialized.  Let  us  consider  how  such  an  agency  may  regard  the 
rehabilitation  center.  In  spite  of  its  assertion  that  it  supplements 
other  community  agencies,  it  may  appear  to  the  rehabilitation  agency 
to  be  in  competition.    Let's  imagine  the  supervisor  of  a  district  office 
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of  the  Division  of  Vocational  Rehabilitation  talking  to  himself  about 
the  center:  "Who  do  they  think  they  are?  We've  been  in  the  re- 
habilitation business  for  thirty  years  and  all  at  once  these  center  folks 
come  along  and  seem  to  think  they  have  all  the  answers.  They  insist 
on  duplicating  the  services  I  can  provide  better  and  even  want  me 
to  pay  for  counseling  and  testing  clients  when  I've  been  doing  this 
sort  of  thing  for  years.  They  seem  to  think  I  should  send  my  clients 
to  them  and  wash  my  hands  of  the  whole  thing  until  the  bill  comes 

in.    I'll  be if  I'm  going  to  be  just  a  bill  payer !    I'll  keep  on 

sending  my  rehabilitation  center  cases  to  centers  whose  personnel 
understand  my  program  and  deal  with  me  on  a  professional  basis." 
To  an  individual  rehabilitation  counselor,  the  center  may  be  more  of 
a  nuisance  than  anything  else.  He  may  view  it  like  this :  "I'm  afraid 
to  send  them  a  client,  for  it's  almost  sure  to  get  me  into  trouble.  They 
are  likely  to  provide  all  sorts  of  costly,  diagnostic  and  treatment  serv- 
ices without  my  prior  authorization  and  then  expect  me  to  pay  the 
bill.  If  I  recommend  payment,  my  fiscal  office  gets  all  over  me  for  not 
authorizing  services  in  advance,  and  if  I  don't  recommend  it,  the 
center  is  sore  at  me.  It  looks  like  I  can't  win.  Besides,  they  never 
will  submit  their  bills  the  way  our  auditor  wants  them.  It's  just  one 
thing  after  another.  I'll  just  send  my  cases  where  they  understand 
that  there  are  State  laws  and  regulations  that  I  have  to  abide  by  and 
are  willing  to  cooperate  with  me  on  that  basis." 

Community  Agencies 

A  staff  member  of  another  agency  might  soliloquize  as  follows:  "Of 
all  the  gall !  This  brochure  is  full  of  pictures  and  stories  of  individuals 
served  in  the  rehabilitation  center.  Several  of  them  are  our  own 
clients  and  we  paid  their  center  bills  and  then  helped  them  find  jobs. 
But  not  one  word  is  said  about  the  cooperation  of  our  agency  in  the 
rehabilitation  of  these  people." 

Another  of  the  community's  institutions  that  should  thoroughly 
understand  and  accept  the  role  of  the  rehabilitation  center  is  the  com- 
munity hospital.  How  does  it  regard  tlie  rehabilitation  center?  It 
may  be  that  the  administrator  of  this  hospital  felt  all  along  that  the 
center  ought  to  have  been  established  as  a  part  of  his  hospital.  Let's 
listen  in  while  the  administrator  is  giving  instructions  to  the  social 
worker :  "You  know  Mr. ' Y'  down  at  the  end  of  Ward  E  ?  Yes,  that's 
he,  the  old  man  who  came  in  several  weeks  ago  with  a  stroke.  He's 
not  getting  any  better,  and  the  doctor  says  he  probably  won't.  His 
wife  says  they  don't  have  any  way  to  take  care  of  him  properly  at 
home  and  they  are  3  weeks  behind  with  the  bill.  We  need  the  bed 
badly.  See  if  you  can't  get  the  rehabilitation  center  to  take  him." 
It  is  evident  that  to  this  hospital  administrator  the  rehabilitation  cen- 

107 


ter  is  a  place  to  dump  his  nonpaying  chronic  illness  cases,  if  he  can 
get  away  with  it. 

The  General  Public 

Next,  let  us  consider  the  general  public.  It  received  a  heavy  bombard- 
ment while  the  center  was  being  built  and  its  program  initiated. 
John  Public  was  led  to  believe  that  the  center  would  perform  miracles. 
Something  was  even  said  about  taking  people  off  public  assistance  and 
reducing  taxes.  Now  he  reviews  the  situation  in  restrospect.  "It's 
a  good  thing,  I  guess.  They  seem  to  keep  pretty  busy  down  there. 
I've  been  thinking  I'll  go  over  some  time,  but  it  looks  like  I  never  get 
a  chance.  Guess  they  promised  more  than  they  could  deliver,  though. 
Seems  like  I  see  about  as  many  crippled  people  on  the  streets  as  I  ever 
did,  and  they  couldn't  do  anything  to  help  old  Joe,  although  they  kept 
him  down  there  several  months.  He  says  that  they  practically  talked 
him  to  death.  Our  club  helped  pay  the  bill  so  I  know  how  expensive 
it  is  to  stay  down  there.  And  taxes  are  up  again.  I  just  read  yester- 
day that  we  have  more  people  on  welfare  than  we  had  during  the 
depression.  Guess  a  lot  of  them  are  crippled  people.  Yes,  it's  a  good 
thing  and  everybody  seems  to  like  Doctor  'W  who  runs  it,  but  I  think 
I'll  just  pass  it  up  during  the  money  raising  campaign.  The  Red  Cross 
and  Polio  will  get  my  dollars.  You  can  really  see  what  they  are 
doing." 

The  Community  Chest 

One  additional  possible  attitude  we  would  like  to  review.  It  is  very 
likely  that  the  rehabilitation  center  is  calling  upon  the  Community 
Chest  organization  for  financial  support.  Wliat  kind  of  talk  goes  on 
among  the  members  of  the  board  of  directors  after  the  center  ad- 
ministrator has  presented  his  request  and  retired.  It  might  be 
summed  up  as  follows :  "I  surely  didn't  realize  what  we  were  getting 
into  when  we  started  helping  this  organization.  We  were  led  to  be- 
lieve that  after  the  first  year  or  two  the  center  would  be  self-supporting 
with  fees  it  got  from  private  individuals  and  from  the  Government 
agencies.  Instead,  it  seems  to  be  running  a  bigger  deficit  every  year 
and  we  are  being  asked  for  larger  and  larger  sums  to  help  keep  it 
going.  I  don't  doubt  that  it's  doing  excellent  work,  and  I  certainly 
don't  begrudge  anything  we  do  to  help  handicapped  people,  but  we're 
going  to  have  to  decide  just  how  far  we  can  go  with  this  sort  of  pro- 
gram. After  all,  we  are  being  asked  to  support  dozens  of  different 
agencies,  all  of  whose  work  is  important." 

The  attitudes  which  I  have  reviewed  are  all  essentially  negative  ones. 
That  there  are  many  positive  attitudes  toward  the  rehabilitation  center 
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in  any  community  is,  of  course,  obvious.  That  many  rehabilitation 
centers  are  accepted  by  their  communities  as  what  they  claim  to  be  is 
also  made  evident  by  the  wholehearted  support  which  they  receive. 
There  would  be  little  point  on  my  elaborating  upon  these,  however, 
except  to  relate,  as  I  expect  to  do,  how  these  more  wholesome  attitudes 
may  have  been  developed.  My  prime  purpose  is  to  warn  you  against 
allowing  situations  to  develop  out  of  which  unwholesome  attitudes 
such  as  I  have  described  may  spring. 


COUNTERACTING  NEGATIVE  ATTITUDES 

That  attitudes  such  as  have  been  expressed  should  prevail  would  not 
be  so  bad,  if  they  were  freely  expressed  to  people  who  are  in  a  position 
to  correct  the  situations  in  which  they  breed.  But  they  seldom  are. 
The  physician  seldom  expresses  his  inner  feelings  about  the  center; 
he  just  doesn't  send  his  patients  to  it.  The  official  rehabilitation 
agency  people  are  not  likely  to  openly  express  viewpoints  attributed 
to  them  in  this  statement.  They  feel  that  they  have  to  get  along 
with  everyone.  So  they  are  likely  to  be  polite  but  to  spend  their 
money  somewhere  else.  Unfortunately,  the  undercurrents  of  opposi- 
tion are  usually  more  dangerous  than  the  waterfalls. 

The  Physician 

Let  us  consider  how  such  attitudes  as  we  have  described  may  have  come 
to  be.  Why,  for  instance,  is  it  that  the  center,  which  claims  to  be  an 
extension  of  the  physician's  office,  has  not  been  interpreted  by  him  as 
such  ?  It  is  almost  axiomatic  that  the  general  practitioners  of  medicine 
set  the  tone  of  medical  attitudes  in  the  community.  This  is  natural, 
because  there  are  so  many  of  them.  They  furnish  most  of  the  leaders 
of  state  and  local  medical  societies.  Yet,  when  the  center  was  planned, 
very  little  effort  may  have  been  made  to  get  the  viewpoints  of  the 
general  practitioner,  who  may  not  have  even  been  represented  on  the 
medical  advisory  committee.  Instead,  the  specialists  in  orthopedics 
and  physical  medicine  have  dominated  medical  committees,  and  the 
general  practitioner  may  have  good  reason  to  feel  that  he  has  been 
left  out. 

The  Vocational  Rehabilitation  Agency 

And  why  may  the  state  rehabilitation  agency  have  unwholesome  at- 
titudes toward  the  center?  Although  this  agency  has  been  the  core 
of  organized  rehabilitation  effort  in  the  community  for  many  years, 
it  may  have  been  almost  ignored  in  the  planning  of  the  rehabilitation 
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center.  Now  that  the  center  is  established  and  having  financial  dif- 
ficulty, this  agency  is  expected  to  come  through  by  sending  over  the 
clients  and  paying  their  bills.  Human  nature  being  what  it  is,  the 
director  may  have  a  tendency  to  resent  the  use  of  his  agency  for  paying 
bills,  when  he  considers  that  the  center  does  not  really  consider  the 
agency  important  enough  to  consult  with  respect  to  its  policies.  With 
respect  to  other  groups,  similar  simple  explanations  can  usually  be 
found. 

Community  Organizations 

At  this  point,  I  want  to  make  it  clear  that  I  realize  that  the  rehabilita- 
tion center  is  not  always  responsible  for  the  unwholesome  attitudes 
with  which  it  may  be  regarded.  In  every  community,  there  are  in- 
dividuals and  groups  with  vested  interest  in  their  own  programs  whose 
cooperation  it  is  difficult  to  achieve  under  any  consideration.  Fortu- 
nately, however,  such  individuals  and  organizations  are  in  the  minority. 
While  recognizing  that  such  individuals  exist,  the  rehabilitation  center 
must  plan  its  program  in  such  a  way  as  to  gain  the  respect  and  the  co- 
operation of  all  of  the  unselfish  elements  in  the  community  and  to 
minimize  the  fears  that  may  exist  among  those  who  may  have  a 
tendency  to  feel  that  their  own  particular  domains  have  been  invaded. 

Joint  Consultation  and  Planning 

At  this  point,  it  would  be  logical  for  someone  to  ask  how  the  community 
organizing  a  rehabilitation  center  can  prevent  the  development  of  at- 
titudes such  as  have  been  described.  The  answer  is,  I  fully  believe,  to 
be  found  in  prior  consultation  and  joint  planning.  If  the  community 
is  going  to  understand  and  accept  the  role  of  the  rehabilitation  center, 
it  must  participate  in  determining  what  that  role  shall  be.  Every  in- 
dividual and  organization  whose  support  is  important,  if  the  rehabilita- 
tion center  is  to  succeed,  should  be  given  an  opportunity  to  participate 
in  determining  whether  or  not  a  center  is  needed,  the  type  of  facility 
that  shall  be  established,  and  the  role  it  shall  play  in  the  total  scheme  of 
community  services.  This  is  quite  different  from  merely  keeping 
people  informed  of  progress  that  is  being  made  toward  the  creation  of 
the  facility.  It  implies  that  those  who  are  taking  leadership  in  the 
development  of  the  center  really  feel  that  they  need  the  help  of  many 
other  people  in  making  the  important  decisions  that  have  to  be  made. 
It  means  that  these  same  people  do  not  feel  that  they  have  all  of  the 
answers  to  the  problems  of  the  handicapped  in  their  community.  It 
implies  that  they  believe  that  serving  the  handicapped  is  truly  a  com- 
munity responsibility  which  can  be  met  only  when  the  community  as 
a  whole  understands  the  problem  and  is  willing  to  cooperate  in  its 
solution. 
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Skill  in  Leadership 

It  is  important  to  emphasize,  I  think,  that  leadership  in  consultation 
and  joint  planning  requires  a  great  deal  of  skill  in  human  relations. 
Frequently,  delays  may  be  frustrating,  and  one  may  have  a  tendency 
to  say,  "Let's  get  on  with  the  job,"  and,  of  course,  there  may  be  a  time 
when  this  has  to  he  done.  It  is  extremely  important,  however,  that  the 
community  be  brought  along  with  those  who  would  establish  the  facil- 
ity which  must  depend,  in  turn,  upon  the  support  of  the  community. 

If  the  community  has  participated  in  determining  the  role  the  center 
is  to  play  in  the  community,  the  interpretation  of  this  role,  after  the 
center  is  in  operation,  will  be  infinitely  more  simple,  although  inter- 
pretation is  a  continuing  important  function  of  any  community 
program. 

Community  Acceptance  of  Responsibility 

From  the  very  beginning,  we  think  it  is  important  to  avoid  oversell- 
ing the  rehabilitation  center  to  the  community  which  is  expected  to 
develop  it  and  support  it.  Although  fees  for  services  will  provide  a 
substantial  portion  of  the  operating  costs  of  the  center,  it  is  not  real- 
istic to  anticipate  that  a  center  will  be  self-supporting  from  such  fees. 
Although  many  severely  handicapped  persons  will  receive  substantial 
benefits  from  services  received  in  the  center,  it  is  unrealistic  to  think 
that  the  center  will  be  a  solution  for  all  the  problems  of  disability  in 
the  community.  Although  persons  on  public  assistance  roles  will,  no 
doubt,  be  rehabilitated  into  employment  as  a  result  of  the  work  of 
the  rehabilitation  center  and  cooperating  agencies,  it  is  not  realistic 
to  expect  that  the  number  of  these  will  be  so  great  as  to  be  felt  in  an 
important  way  in  the  total  cost  of  welfare  services  in  the  community. 
A  sane  and  wholesome  attitude  in  interpreting  the  role  of  the  center 
to  the  community,  it  seems  to  me,  must  include  a  frank  approach  to 
the  possibility  that  community  support  for  the  rehabilitation  center 
will  be  needed  for  many  years  to  come.  It  is  also  important  to  state 
clearly  the  concept  that  the  rehabilitation  center  is  only  one  of  the 
many  agencies  in  the  community  which  will  render  important  services 
to  handicapped  people.  It  is  important  to  play  up  the  idea  that  the 
rehabilitation  center  can  and  will  become  just  what  the  community 
is  willing  for  it  to  become.  I  feel  sure  that  in  their  zeal  to  attain  an 
immediate  objective,  many  individuals  have  made  statements  and 
claims  which  have  proved  exceedingly  embarrassing  to  them  in  later 
years  and  which  have  contributed  in  a  substantial  manner  to  the  de- 
velopment of  unwholesome  attitudes  toward  the  center  and  its  works. 
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Key  Professional  Relationships  in  the  Community 

Medical 
Relationships 

l)y  K.  R.  MANNING,  M.  D. 

Medical  Director^  Crossroads  RehaMlitation  Center^ 
Indianapolis,  Ind. 

SUPPORT  OF  THE  PATIENT-PHYSICIAN   RELATIONSHIP 

Each  patient  using  the  Rehabilitation  Center  is  or  has  been  primarily 
under  the  care  of  a  physician.  In  progressing  to  the  Rehabilitation 
Center,  the  patient  may  go  with  or  without  the  help  and  blessing  of 
that  physician.  If  the  patient  comes  in  for  rehabilitation  against 
the  wishes  or  without  the  knowledge  of  his  physician,  a  rift  is  created 
between  the  doctor  and  the  patient  and  therefore  between  the  doctor 
and  the  Center — and  even  between  the  patient  and  the  Center.  Quite 
likely  the  patient  has  learned  to  trust  and  respect  his  physician  who 
has  seen  him  and  his  family  for  years,  guiding  him  in  problems  not 
always  just  medical.  Anything  done  by  the  Center  that  ignores  or 
disturbs  this  trust  and  respect  can  only  do  harm  to  the  patient  and 
consequently  to  the  Center.  Some  of  the  trust  and  respect  for  the 
Center  which  the  patient  must  have  to  cooperate  fully  and  work  hard 
at  his  own  rehabilitation  will  be  lacking;  consequently,  an  inferior 
job  will  be  done.  Rehabilitation  is  not  as  easy  as  may  appear  on  the 
surface  and  anything  causing  it  to  be  more  difficult  should  be  avoided. 


INCLUSION  OF  THE  PHYSICIAN  IN  THE  PATIENT'S  PROGRAM 

Some  Centers  are  so  constituted  as  to  accept  patients  from  any  source, 
while  others  will  accept  patients  only  on  written  prescription  of  a 
qualified  medical  doctor.  In  either  event  a  tremendous  amount  of 
support  and  source  of  patients  is  available  through  the  community 
of  physicians.  By  including  the  physician  in  the  care  of  the  patient 
during  the  rehabilitation  process  and  keeping  him  constantly  informed 
of  treatment  and  progress,  valuable  knowledge  is  given  that  phy- 
sician. As  he  sees  the  eventual  result  obtained,  he  is  at  once  in  a  posi- 
tion to  support  the  Center  not  only  by  sending  in  many  more  patients 
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of  his  own  but  by  praising  the  worlv  done  and  passing  on  information 
about  the  Center  to  his  fellow  physicians.  As  a  consequence  of  the 
common  courtesy  of  recognizing  the  physician,  he  tends  to  identify 
himself  with  the  Center  and  to  say  when  queried  about  it,  "The  Center  ? 
Oh  yes,  they  do  a  splendid  work  there.  I  send  patients  there  all  of 
the  time  and  the  results  obtained  are  amazing."  I  would  consider  that 
kind  of  support  invaluable.  You  have  just  created  your  most  valuable 
press  agent  for  the  obtaining  of  future  patients  for  the  Center,  and, 
as  you  well  know,  the  only  excuse  for  a  Center's  existence  is  service  to 
the  patient.  If  you  want  to  work,  you  need  patients.  If  you  need 
patients,  look  to  the  most  available  source,  the  physician  who  treats 
those  patients  originally. 

Remember — at  one  time  every  patient  entering  a  Rehabilitation 
Center  was  or  perhaps  still  is  under  the  guidance  and  care  of  a  physi- 
cian. Why  not  encourage  that  community  of  physicians  to  depend 
on  and  use  the  Center  ?  Patients  would  then  arrive  earlier,  be  better 
worked  up,  and  be  filled  with  the  knowledge  that  their  own  doctor  as 
well  as  the  Center  is  working  for  their  welfare.  Each  one  has  valuable 
"know-how"  of  real  help  to  the  patient.  The  physician  will  know  of 
the  multitude  of  physical  ailments  which  have  beset  "his  patient"  over 
the  years,  some  serious,  some  not,  some  imaginary,  some  real.  He  will 
probably  understand  better  than  anyone  else  the  family  background, 
finances,  and  emotional  problems  of  the  patient ;  consequently,  he  can 
relay  invaluable  information  to  the  Center.  A  full  past  history  of  his 
care  of  the  patient  as  well  as  his  impressions  of  the  patient's  willingness 
to  try  will  probably  help  greatly  in  the  Center's  approach  and  care 
of  the  patient. 


THE  PHYSICIAN  AS  ALLY  OF  THE  CENTER 

By  an  exchange  of  information  and  a  constantly  active  interest  in  the 
patient,  the  physician  and  the  Center  can  do  the  patient  a  great  service. 
By  working  against  each  other  because  of  lack  of  understanding  of 
the  other's  goals,  abilities,  or  methods,  great  disservice  may  be  done 
resulting  in  a  confused,  poorly  aided  patient.  Suppose  the  physician 
has  only  meager  knowledge  of  rehabilitation  either  as  to  what  can  be 
done  or  as  to  how  it  can  be  accomplished.  If  the  Center  makes  no 
attempt  to  inform  him  of  proposed  rehabilitation  techniques,  goals, 
and  probable  outcome,  the  physician  can  well  jeopardize  the  success 
of  the  entire  program  by  telling  the  patient,  "Nothing  can  be  done 
for  you.  They  are  just  a  group  of  quacks  wasting  a  considerable 
amount  of  your  time  and  money."  Or  he  may  say,  "What  good  are 
heat  and  massage?     We  have  already  tried  that,  and  it  didn't  help." 
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Or  to  the  older-age  lower-extremity  amputee,  lie  may  say,  "Don't  you 
know  there  is  an  old  saying  in  medicine  that  no  one  over  60  ever 
learned  to  walk  with  an  artificial  limb  ?"  With  understanding  of  the 
process  used,  of  the  skilled  professional  staff  of  medical,  social,  psycho- 
logical, and  vocational  workers  carrying  on  their  work  effectively  at 
the  Center,  that  physician  becomes  a  valuable  friend  and  ally.  As 
you  send  the  physician  more  and  more  information  on  the  work  being 
done,  on  the  highly  trained  personnel  working  for  his  patient,  on  the 
techniques  used  and  on  the  achievements  made,  he  can  understand  you 
and  appreciate  your  work.  His  own  knowledge  will  increase  and  a 
whole  new  field  for  care  of  the  patient  will  open  up  to  him.  He  will 
appreciate  this,  for  you  have  helped  him  in  doing  his  life  work — 
returning  people  to  as  near  normal  as  possible.  A  common  purpose 
is  seen  and  understood.  Appreciation  and  respect  for  the  Center 
grows  in  him  as  his  understanding  and  knowledge  of  rehabilitation 
grows.  He  will  recognize  the  need  for  rehabilitation  in  his  patients 
more  quickly  and  more  certainly  and  will  send  them  for  care  to  you. 


SPECIFIC  AIDS  TO  GOOD  COMMUNITY   RELATIONS 

Positively  thinking,  what  things  can  be  done  to  aid  in  the  relationship 
with  the  community  of  physicians  ?  Keep  the  referring  physician  as 
a  member  of  your  team — retain  and  foster  the  normal  doctor-patient 
relationship.  At  the  recent  annual  Workshop  of  the  Conference  of 
Eehabilitation  Centers  held  in  Washington,  D.  C,  the  very  problem 
we  are  talking  about  was  discussed  at  great  length.  Here  are  some 
specific  aids  to  good  physician- Center  relationships. 

Preliminary  familiarization  of  physicians  with  the  rehabilitation 
program  is  necessary  to  gain  cooperation.  There  is  resentment  in  some 
instances,  and  unless  this  is  overcome,  the  program  will  fail.  Famil- 
iarization procedures  might  include : 

a.  Brochures  and  pamphlets  which  should  be  pictorial,  with  not 
too  much  narration.  Case  histories  are  useful.  Mailings  should  be 
regular. 

b.  Establishment  of  liaison  committees  within  the  organized  med- 
ical societies  to  take  part  in  program  planning.  This  will  also  bring 
to  the  attention  of  medical  society  personnel  available  rehabilitation 
facilities. 

c.  Exhibits  at  medical  meetings  suitable  to  the  region.  They  should 
include  information  concerning  all  rehabilitation  resources  in  the 
area,  aiming  to  give  information  rather  than  to  advertise. 

d.  Use  of  official  medical  publications  to  supply  the  physicians  with 
information  as  to  the  Center  services  provided,  staff  policies,  etc. 
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e.  Talks  at  medical  hospital  staff  meetings  and  medical  society 
meetings.  A  list  of  speakers  on  the  subject  of  rehabilitation  gener- 
ally, and  the  facilities  specifically,  should  be  developed.  Encourage 
the  use  of  available  films. 

f.  Stimulate  personal  visits  of  physicians  to  the  Center,  always 
inviting  them  for  staffing  of  their  own  patients. 

g.  Use  associated  professional  personnel  (such  as  social  workers  or 
visiting  nurses)  to  assist  the  physician  in  making  referrals  to  the  re- 
habilitation facility. 

h.  Repeatedly  emphasize  that  the  facility  is  not  replacing  the  physi- 
cian but  rather  supplementing  his  services. 


METHODS    OF    COMMUNICATION    BETWEEN   THE   CENTER   AND    THE 
PHYSICIAN 

Suggested  methods  of  communication  with  the  individual  physician 
are: 

a.  Referral.  Obtaining  good  medical  reports  is  a  problem  at  times. 
Some  facilities  refuse  to  admit  a  patient  without  a  written  report. 
If  the  patient  has  no  referring  physician,  he  must  obtain  one  to  supply 
the  necessary  report  of  examination.  A  letter  is  usually  preferable  to 
a  form,  although  a  form  will  remind  the  physician  of  certain  details 
which  may  be  required.  At  times  a  request  for  information  on  limita- 
tions of  the  patient  in  areas  other  than  the  chief  disability  will  bring 
a  response. 

b.  Routine  notice  to  the  referring  physician  of  the  date  of  admission 
or  arrival  of  the  patient  at  the  facility. 

c.  Periodic  progress  reports  to  the  physician.  Administration 
should  not  hamper  free  communication  between  physician  and  pro- 
fessional personnel  of  the  facility.  Where  the  referring  physician 
also  prescribed  or  supervised  the  "infacility"  treatment,  he  must  au- 
thorize, if  not  initiate,  any  change  in  treatment. 

d.  Use  of  the  telephone  in  communication  with  the  physician  and 
even  telephone  recorder  systems.  Such  calls  should  be  immediately 
summarized  and  recorded  in  the  patient's  file. 

e.  Adequate  staff  training  in  concise  reporting. 


THE  MEDICAL  ADVISORY  BOARD 

There  is  a  problem  in  establishing  effective  professional  relationship 
with  the  community  of  physicians.  This  community  of  physicians  is 
defined  as  the  referring  physician,  his  associates,  colleagues  and  pro- 
fessional organizations.     An  active  Medical  Advisory  Board,  widely 
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representative  of  this  community,  should  guide  all  problems  relating 
to  medical  services  and  policies.  Rotation  of  membership  of  this 
committee  should  be  encouraged.  Medical  Advisory  Boards  and 
Medical  Directors  of  rehabiliation  facilities  are  in  an  optimum  posi- 
tion to  interpret  the  philosophy  and  services  of  the  rehabilitation  fa- 
cility to  these  individuals  and  groups.  Likewise,  the  Medical  Ad- 
visory Board  and/or  Director  serve  as  a  liaison  and  interpret  medical 
practice  and  ethics  to  the  professional  staff  of  the  facility.  As  an 
illustration,  the  referring  physician  may  see  the  use  of  a  single  service 
as  effective  utilization  of  the  rehabilitation  facility.  To  the  con- 
trary, the  use  of  all  indicated  services  within  the  facility  should  be 
stressed. 


SUMMARY 

It  is  to  be  remembered  that  the  medical  personnel  of  the  community 
is  in  a  perfect  position  to  refer  patients  to  a  Rehabilitation  Center  and 
to  aid  greatly  in  the  care  of  those  patients.  It  is  also  to  be  remembered 
that  the  aim  of  the  physician  in  the  community  in  regard  to  that  patient 
is  identical  with  that  of  the  Rehabilitation  Center.  Both  Center  and 
physician  wish  to  return  the  patient  to  as  near  normal  as  possible  in  his 
physical  abilities  as  well  as  in  his  social,  psychological,  and  vocational 
abilities.  The  greatest  number  of  problems  arising  in  regard  to  the 
relationship  of  the  Center  and  the  medical  community  in  their  pro- 
fessional relationships  is  due  to  a  lack  of  understanding  between  them. 
Thus,  by  use  of  the  methods  previously  pointed  out,  these  factors  of 
misunderstanding  will  no  longer  be  present  and  a  full  community  of 
supporters  of  the  rehabilitation  project  will  be  at  once  in  evidence. 


116 


Social  Work 
Relationships 


hy  KATHRYN   HEPLER 

Assistant  to  the  Head,  Department  of  Medical  Social  'Work, 
College  of  Medicine,  University  of  Illinois,  Chicago,  III. 

THE  MEDICAL  social  worker  in  the  rehabilitation  center  is  the  logi- 
cal person  to  act  as  the  liaison  between  the  center  and  the  social  work 
community,  and  other  professional  groups.  I  am  pleased  to  have  the 
opportunity  to  share  with  you  some  of  my  views  on  this  subject. 

You  have  heard  many  definitions  of  rehabilitation.  Because  it  says 
so  much  in  so  few  words  I  like  the  definition  proposed  by  Dr.  Frederick 
A.  Whitehouse,  Rehabilitation  Consultant,  American  Heart  Associa- 
tion. Dr.  Whitehouse  describes  rehabilitation  as  "the  cultivation,  res- 
toration, and  conservation  of  human  resources."  Dr.  Whitehouse  does 
not  stipulate  that  the  person  to  be  rehabilitated  must  prove  his  ability 
for  productive  employment  or  actually  be  on  the  payroll  before  he  can 
be  considered  a  fair  candidate  for  rehabilitation.  He  simply  implies 
that  the  client  needs  help  in  utilizing  all  existing  resources,  including 
his  own,  to  reach  the  optimum  of  community  living  and  to  contribute 
to  his  own  well-being  and  self-care.  When  people  in  the  field  of  re- 
habilitation lose  sight  of  this  basic  principle,  they  are  no  longer  meet- 
ing their  full  responsibility  either  to  the  disabled  or  to  the  community. 
When  I  refer  to  the  community,  I  refer  to  all  society  to  whom  we  owe 
our  inalienable  allegiance. 


RESPONSIBILITY  OF  THE  SOCIAL  WORKER  ON  THE  CENTER  TEAM 

These  remarks  will  serve  only  as  a  preface  to  my  views  regarding  the 
social  worker's  responsibility  in  establishing  sound  relations  between 
the  center  and  the  social  work  community.  It  is  impossible  for  the 
social  worker  to  differentiate  her  responsibility  to  the  patient  and  to 
the  community  as  being  two  separate  or  unrelated  bits  of  activity. 
The  patient  is  a  part  of  the  community  and,  as  such,  needs  to  become  an 
integrated  part  of  the  whole  process.  In  establishing  contact  with  the 
social  work  community  the  social  worker  takes  into  account  the  needs 
of  the  patient,  the  resources  available,  and  cultural  factors  existing  in 
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the  community.  There  is  an  additional  responsibility  with  which  the 
social  worker  must  concern  herself  and  that  is  her  responsibility  to  the 
professional  staff  in  the  center.  Social  workers  and  many  other  profes- 
sional groups  are  encountering  a  relatively  new  concept  in  the  ap- 
proach to  the  art  of  healing,  and  that  is  the  "team  approach."  In 
reaching  the  community  the  social  worker  does  so  as  a  member  of  the 
professional  group  in  the  center,  and  she  must  present  her  function 
as  a  part  of  an  interrelated  process  of  team  activity.  She  therefore  ap- 
proaches community  relations  with  a  design  of  action  which  has  been 
planned  and  shared  by  the  whole  team. 

In  the  organization  of  a  new  rehabilitation  center,  or  in  the  reorgani- 
zation of  an  already  existing  agency,  a  certain  amount  of  social  plan- 
ning exists  as  a  prerequisite  to  agency  operation.  This  planning  in- 
cludes selection  of  social  work  personnel,  determination  of  function, 
and  establishing  means  of  communications  with  the  social  work 
agencies. 

Granting  that  the  social  worker  selected  will  meet  adequate  stand- 
ards of  professional  training  and  experience,  it  is  most  important  that 
the  social  worker  have  real  conviction  about  the  basic  principles  of 
rehabilitation,  including  the  team  process,  and  that  she  have  a  general 
knowledge  of  community  planning  and  organization.  In  order  to 
serve  the  purposes  of  the  center  most  effectively,  the  social  worker 
must  clarify  her  function  with  the  other  members  of  the  team.  In 
doing  so,  she  may  have  to  modify  some  of  the  previous  concepts  held 
regarding  the  role  of  the  social  worker.  The  total  team  approach 
calls  for  integration  of  ideas  and  opinions,  sharing  of  confidential 
material,  and  timing  of  action.  These  require  complete  flexibility  in 
joint  thinking  and  planning. 


THE  APPROACH  TO  COMMUNITY  AGENCIES 

How  can  a  social  worker  best  approach  the  problem  of  cooperation 
with  other  social  work  agencies  in  the  community  ?  In  the  first  place, 
she  must  know  the  community  resources  well,  and  establish  lines  of 
communication  between  her  agency  and  other  social  work  agencies. 
One  effective  technique  is  to  enlist  the  help  of  the  council  of  social 
agencies,  or  whatever  central  planning  body  exists  in  the  community. 
Here,  the  social  worker  can  get  help  in  determining  the  real  needs  of 
patients  and  where  the  gaps  are  in  meeting  these  needs.  She  can  get 
guidance  in  working  out  some  of  the  mechanical  procedures  for  work- 
ing with  other  agencies.    The  central  planning  body  can  be  an  effective 
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means  of  good  public  relations,  and  serve  as  an  avenue  of  communica- 
tion in  order  to  help  set  the  proper  working  atmosphere  for  further 
social  planning. 

With  the  help  of  the  central  planning  group,  the  social  worker  can 
make  direct  contact  with  social  workers  and  administrators  of  agencies 
interested  in  rehabilitation  of  the  disabled.  The  social  worker  in  the 
center  must  be  convinced  that  the  rehabilitation  team  has  something 
unique  to  offer,  which  is  not  offered  by  the  clinics,  hospitals,  family 
agencies,  and  public  health  agencies.  This  unique  effort,  however, 
must  be  one  made  in  cooperation  with  other  agencies,  a  pooling  of  re- 
sources so  to  speak.  It  is  imperative  that  each  agency  not  only  under- 
stand and  respect  the  function  of  the  other  but  be  able  to  share  respon- 
sibility for  the  patient's  total  restoration  as  well. 

The  social  worker  may  ask  the  central  planning  body  to  help  her 
create  an  advisory  committee,  made  up  of  interested  representatives 
from  the  social  work  staffs  of  the  clinics,  hospitals,  family  agencies, 
health  education  agencies,  and  from  the  public  agencies  who  have  legal 
responsibility  for  providing  rehabilitation  services  to  patients.  This 
committee  can  be  helpful  in  establishing  sound  w^orking  relationships, 
in  avoiding  duplication  of  effort,  and  in  stimulating  the  kind  of  think- 
ing which  will  improve  rehabilitative  procedures. 


ENLISTING  COOPERATION  THROUGH  PARTICIPATION 

The  social  worker  can  invite  the  other  workers  to  observe  the  activities 
in  the  center,  to  participate  in  conferences  regarding  patients  known 
to  both,  and  to  share  pertinent  social  and  medical  information  which 
will  lead  to  a  better  integration  of  service  to  the  patient.  Since  re- 
ferral policies  and  division  of  responsibility  cannot  be  made  on  a 
general  basis,  it  is  well  to  hold  individual  conferences  with  social 
workers  in  the  key  agencies  in  order  to  work  out  the  best  possible  work- 
ing agreements  with  each.  A  continuous  and  effective  line  of  com- 
munication must  be  maintained  by  the  development  of  agreed  tech- 
niques between  the  social  worker  and  other  agencies  if  the  patient  is 
not  to  be  lost  somewhere  between  the  two. 

The  Division  of  Vocational  Rehabilitation  purchases  services  for  the 
disabled  and  will  naturally  look  to  the  center  for  help.  It  would  there- 
fore seem  advantageous  to  create  a  friendly  working  relationship 
between  the  counselors  and  the  team  at  the  center,  based  on  mutual 
understanding  and  respect  for  what  each  has  to  offer.  This  relation- 
ship will  permeate  the  whole  rehabilitation  process  and  will  have 
direct  bearing  on  the  attitude  of  the  patient. 
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SOCIAL  INTERPRETATION  TO  THE   COMMUNITY 

Regardless  of  careful  pre-planning,  many  unanticipated  problems  will 
arise  to  plague  the  effective  functioning  of  the  social  worker  in  those 
situations  where  more  than  one  agency  has  some  casework  responsi- 
bility. I  reiterate,  therefore,  that  too  much  importance  cannot  be 
placed  upon  a  continuum  of  social  interpretation  to  the  community  as 
the  agency  develops  and  broadens  its  scope.  Since  the  social  worker 
in  the  center  is  responsible  for  carrying  out  a  sustained  social  diag- 
nostic and  treatment  program,  let  us  examine  some  of  the  ways  in 
which  she  can  best  be  assured  of  community  help.  I  would  like  to 
break  this  down  into  five  major  points  which  the  social  worker  inter- 
prets to  the  community : 

Kinds  and  Method  of  Referral 

The  social  worker  can  be  most  helpful  to  the  center,  the  referring 
agency,  and  to  the  patient  if  she  will  interpret  to  the  referring  source 
the  kinds  of  referrals  which  fall  within  the  function  of  the  center  and 
the  method  or  mechanics  of  making  a  referral.  The  referring  source 
needs  to  understand  limitations  of  the  center  so  as  to  screen  out  those 
patients  whose  needs  cannot  be  met.  Methods  of  referral  have  already 
been  determined  during  the  pre-planning  stage  but  need  constant  clari- 
fication and,  in  many  instances,  modifications  to  meet  changing  needs 
and  function  of  the  agency.  These  changes  should  be  made  with  the 
cooperation  of  referring  sources,  in  order  to  take  advantage  of  their 
thinking  and  observation. 

Patient's  Readiness  and  Preparation  for  Referral 

The  social  worker  in  the  center  can  facilitate  the  patient's  progress  in 
his  treatment  by  working  with  the  referring  source  in  making  reason- 
ably sure  that  the  patient  has  been  prepared  for  what  to  expect  from 
the  center  and  that  he  is  psychologically  ready  for  rehabilitation. 
Hopefully,  the  patient  has  resolved  some  of  his  fears  regarding  his 
disability,  has  an  understanding  of  his  medical  problem  and  is  be- 
ginning to  admit  that  he  has  a  disability,  and  is  ready  to  do  something 
constructive  about  it.  By  the  time  he  reaches  the  center,  he  should 
be  free  to  direct  his  energies  to  the  rehabilitation  program. 

Kinds  of  Information  Shared 

The  referring  source  needs  help  in  knowing  the  kinds  of  information 
which  will  be  most  helpful  to  the  team  in  the  center.  This  takes  con- 
stant interpretation  as  others  are  sometimes  inclined  to  neglect  this 
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item  in  their  eagerness  to  get  the  patient  started  on  the  rehabilita- 
tion road.  Social  and  vocational  information,  which  is  pertinent  to 
the  patient's  rehabilitation  should  be  shared  so  as  to  help  the  rehabili- 
tation team  to  have  a  better  understanding  of  what  to  expect  from 
the  patient.  If  possible,  this  should  include  patient's  past  vocational 
achievement,  length  of  jobs  held,  relationships  with  co-workers  and 
supervisors,  educational  background,  family  relationships,  present 
and  past  economic  situation,  reaction  to  his  illness  while  in  acute  and 
convalescent  stages,  family  attitudes  to  his  disability,  and  any  unique 
cultural  factors  which  may  effect  the  patient's  ability  to  utilize  help. 

Evaluation  of  the  Patient's  Motivation 

The  final  evaluation  is  primarily  a  function  of  the  team  in  the  center, 
but  certainly  the  referring  source  must  explore  this  very  important 
factor.  Time  does  not  permit  a  full  discussion  on  how  to  evaluate  a 
person's  motivation  to  rehabilitate  himself ;  however,  a  review  of  the 
factors  just  mentioned  in  the  sharing  of  social  information  should 
give  some  indication  concerning  the  patient's  capacity  to  participate. 
Occasionally  one  sees  a  patient  who  prefers  to  use  his  disability  for 
secondary  gains  or  wdio,  because  of  severe  personality  defect,  cannot 
tolerate  the  stress  of  rehabilitation.  One  can  readily  see  how  costly 
it  can  be  for  social  workers  and  doctors  to  refer  poorly  motivated  pa- 
tients to  a  rehabilitation  center. 

The  Unique  Role  of  the  Social  Worker  in  the  Center 

The  social  worker  in  the  center  must  share  her  conviction  with  other 
social  workers  that  she  offers  something  over  and  beyond  what  is  of- 
fered in  the  clinic,  general  hospital,  sanitarium,  or  family  agency. 
One  aspect  is  that  she  is  a  part  of  the  specialized  team  housed  in  one 
place  which  operates  as  a  close  unit  and  has  no  other  objective  than 
rehabilitation.  She  has  easy  access  to  the  patient,  is  in  excellent  posi- 
tion to  observe  his  progress  and  can  work  with  his  or  her  family  to  im- 
plement and  sustain  the  treatment  goals. 

Contributing  to  Professional  Education 

In  addition  to  the  above  activities  the  social  worker  in  the  center  has 
a  responsibility  for  contributing  to  professional  education.  This  in- 
cludes not  only  education  of  social  work  students,  but  that  of  medicine, 
nursing,  occupational  therapy,  physical  therapy,  as  well.  Such  teach- 
ing can  be  done  both  on  an  informal  basis  and  as  formal  didactic  in- 
struction. These  students  are  a  part  of  the  community  who  will  work 
with  handicapped  people ;  as  such  they  are  entitled  to  an  indoctrina- 
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tion  to  tlie  social  aspects  of  rehabilitation.  The  social  worker  can  also 
participate  in  workshops,  institutes,  committees  and  conferences  as  a 
means  of  commmiity  education.  Let  me  remind  you  that  the  social 
worker  is  not  in  the  business  of  publicity,  but  rather  of  a  good  inter- 
pretation of  function  to  the  community. 
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Vocational  Service 
Relationships 


hy   ROBERT   E.    THOMAS 

Rehabilitation  Facilities  Branchy  Office  of  Vocational  Reha- 
bilitation^ U.  S.  Department  of  Healthy  Education^  and 
Welfare^  Washington,  D.  C. 

VOCATIONAL  SERVICES  AND  "TOTAL  REHABILITATION" 

My  part  on  the  program  is  to  discuss  the  professional  relationships 
between  the  rehabilitation  center  and  the  vocational  personnel  and 
services  of  the  community.  However,  I  should  like  first  to  discuss 
the  kinds  of  vocational  services  that  can  or  should  be  provided  in  a 
rehabilitation  center.  For  the  more  a  center  tries  to  recognize  and 
meet  the  vocational  needs  of  its  patients,  the  more  important  become 
its  professional  relationships  in  this  area. 

There  are  many  points  of  view  regarding  the  extensiveness  of  the 
vocational  services  that  should  be  provided  in  a  rehabilitation  center. 
Most  center  directors  appear  to  proclaim  a  common  philosophy ;  they 
espouse  Avhat  we  call  total  rehabilitation.     But  too  often  there  is  no 
definition  of  total  rehabilitation.     The  erroneous  assumption  is  that 
everybody  defines  the  term  in  the  same  way.     Actually  there  are  wide 
differences  in  the  concept  of  what  constitutes  "total  rehabilitation." 
These    differences    arise    from   three    common    failings.     Persons 
whose  training  and  experience  are  primarily  in  the  medical  field  often 
do  not  properly  appreciate  the  importance  of  vocational  counseling, 
training,  and  placement.     Vocational  personnel  likewise  often  do 
not  appreciate  the  tremendous  role  of  rehabilitation  medicine  in  pre- 
paring the  handicapped  for  vocational  employment.     And  rehabili- 
tation-center personnel  are  sometimes  prone  to  think  that  all  rehabili- 
tation services  are  given  in  rehabilitation  centers.     No  rehabilitation 
center  that  I  know  of  provides  all  of  the  rehabilitation  services  which 
a  handicapped  person  might  need,  and  few  of  the  existing  centers  give 
a  balanced  emphasis  to  the  treatment  and  training  (medical  and  voca- 
tional) needed  to  prepare  handicapped  persons  for  maximum  social 
and  vocational  adjustment. 
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Types  of  Vocational  Services  in  Centers 

Most  rehabilitation-center  administrators  now  accept  the  thesis  that 
a  rehabilitation  center,  in  order  to  be  comprehensive,  must  include  at 
least  minimum  vocational  services.  Under  the  Hill-Burton  program, 
these  minimum  services  include  vocational  counseling  and  prevoca- 
tional  evaluation.  Often  these  are  the  only  vocational  services  pro- 
vided by  rehabilitation  centers  operated  in  hospitals  and  other  medical 
settings  or  by  those  community  out-patient  centers  that  had  their 
beginning  as  treatment  centers  for  physical  and  occupational 
therapy.  On  the  other  hand,  rehabilitation  centers  operated  in  con- 
nection with  industrial  workshops  or  vocational  schools,  or  operated 
by  vocational  rehabilitation  agencies,  usually  provide  more  extensive 
vocational  services.  These  include  specialized  personnel  for  place- 
ment, industrial  workshops,  and  vocational  training  classes. 

In  the  decade  following  the  second  World  War  there  was  so  much 
progress  in  medical  rehabilitation  that  there  was  some  tendency  to 
equate  physical  medicine  with  total  rehabilitation.  Physical  medi- 
cine departments  in  hospitals  and  outpatient  treatment  centers  began 
to  call  themselves  rehabilitation  centers,  despite  the  fact  that  their 
strong  medical  services  were  reinforced  with  only  minimum  psycho- 
logical and  social  work  services  and  with  practically  no  vocational 
services. 

In  recent  months  the  trend  has  been  reversed.  More  and  more  cen- 
ters are  adding  at  least  the  minimum  vocational  services  that  are 
needed  to  give  balance  to  their  medical  and  vocational  departments, 
to  make  their  centers  truly  comprehensive.  For  example,  during  the 
past  year  several  important  community  rehabilitation  centers  have 
materially  strengthened  their  vocational  departments.  Examples  of 
these  are  the  Kessler  Institute  for  Rehabilitation  at  West  Orange, 
N.  J. ;  the  Kansas  City  Rehabilitation  Institute ;  the  Milwaukee  Cura- 
tive Workshop;  and  the  May  T.  Morrison  Center  for  Rehabilitation 
at  San  Francisco,  Calif.  In  two  cities  comprehensive  rehabilitation 
centers  with  strong  vocational  departments  have  been  developed  in 
connection  with  Goodwill  Industries  (Washington,  D.  C,  and  Cin- 
cinnati, Ohio)  ;  several  small  community  outpatient  centers  have 
provided  industrial  workshops  for  evaluation,  training,  and  transi- 
tional employment  ( Stamford,  Conn. ;  Phoenix,  Ariz. ;  Lafayette, 
La.;  and  Evansville,  Ind.). 

Determination  of  the  Scope  of  Center  Services 

A  number  of  factors  must  be  considered  in  deciding  how  many  of 
the  vocational  services  should  be  provided  under  the  center's  own 
roof.  In  most  instances,  if  the  center  is  in  a  hospital  or  medical  cen- 
ter, it  will  offer  only  minimal  vocational  services ;  however,  if  the  cen- 
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ter  is  affiliated  with  a  university  which  includes  not  only  a  school  of 
medicine  but  also  training  programs  for  rehabilitation  counselors 
and  social  workers,  it  is  more  important  for  the  center  to  develop  a 
strong,  diversified  vocational  program.  Another  factor,  of  course,  is 
the  age  of  the  clients.  If  the  center  expects  to  emphasize  services  to 
persons  between  the  ages  of  15  to  65,  it  should  develop  strong  voca- 
tional services.  The  same  is  true  if  it  expects  to  receive  a  large  pro- 
portion of  its  patients  and  fees  from  State  vocational  rehabilitation 
divisions,  workmen's  compensation  agencies,  and  insurance  carriers. 
Still  another  factor  is  the  needs  of  the  community.  For  example,  how 
many,  if  any,  workshops  already  exist  for  rehabilitative  employment  ? 
How  many  vocational  training  facilities  already  in  the  city  are 
equipped  to  train  paraplegics  and  other  severely  handicapped  persons 
in  occupations  suitable  for  sedentary  workers? 

Any  rehabilitation  center,  to  be  comprehensive,  must  have  at  least 
enough  vocational  service  to  enable  it  to  plan  (though  not  necessarily 
to  execute)  a  complete  vocational  program  for  a  client.  The  mini- 
mum for  this  purpose  is  a  vocational  counselor  and  a  prevocational 
unit.  In  a  small  center  these  services  might  require  only  the  equiva- 
lent of  one  full-time  professional  worker  and  approximately  1,000 
square  feet  of  space.  In  centers  with  a  larger  staff  and  patient  load, 
the  work  evaluation  service  might  require  several  staff  members  and 
there  would  be  not  only  one  or  more  full-time  counselors  but  one  or 
more  placement  specialists  as  well. 

Vocational  Training  and  Workshops 

Leaders  in  the  rehabilitation-center  movement  now  feel  that  many 
comprehensive  centers — especially  those  free-standing  institutions 
that  make  a  special  effort  to  serve  the  entire  community — should  in- 
clude some  vocational  training  and/or  industrial  workshop  employ- 
ment. If  either  or  both  of  the  departments  are  included  in  the  re- 
habilitation-center program,  they  should  be  adapted  to  the  program 
of  the  center  as  a  whole. 

The  vocational  training  given  in  a  rehabilitation  center  should  not 
duplicate  that  given  by  public  and  private  trade  schools,  provided  such 
schools  are  giving  courses  that  are  available  to  the  severely  handi- 
capped. The  training  given  in  a  center  should  be  highly  adaptable  to 
the  needs  of  the  patient.  The  training  courses  should  be  highly  flex- 
ible as  to  course  content,  duration,  and  daily  scheduling.  Often  they 
may  be  set  up  to  meet  the  needs  of  certain  groups  of  clients.  For  ex- 
ample, courses  may  be  established  for  such  jobs  as  janitor,  house  maid, 
building  maintenance,  and  others  that  are  suitable  for  persons  with 
meager  educational  background  who  must  change  to  "light  work" 
after  years  of  employment  in  heavy  or  outdoor  laboring  jobs.     They 
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may  be  set  up  to  meet  the  needs  of  certain  disability  groups  sucli  as 
the  mentally  retarded  or  the  cerebral  palsied.  In  some  instances, 
equipment,  instructors,  and  materials  may  be  secured  from  a  local 
factory  in  order  to  train  handicapped  persons  for  specific  jobs  in 
the  cooperating  factory. 

The  Industrial  Kehabilitation  Unit  provides  a  variety  of  rehabilita- 
tion services  to  rehabilitation-center  patients.  Although  a  few  work- 
ers may  be  employed  in  the  workshops  for  long  periods  of  time,  the 
emphasis  should  be  on  short-term  work  experiences  that  contribute 
to  the  patient's  rehabilitation.  As  pointed  out  by  Power  in  Work- 
shops for  the  Disabled^  a  workshop  provides  for  the  development  of 
proper  work  habits  under  close  supervision,  for  the  evaluation  and 
planned  development  of  work  tolerances,  for  the  development  of 
compensatory  skills  which  permit  the  patient  to  perform  given  tasks, 
and  for  demonstrating  employability  both  to  the  client  and  to  po- 
tential employers.  An  industrial  rehabilitation  unit  also  adds  im- 
measurably to  the  facilities  for  vocational  evaluation  and  tryout  in 
selected  jobs. 


PROFESSIONAL  RELATIONSHIPS  IN  THE  COMMUNITY 

In  a  specific  discussion  of  professional  relationships,  I  again  claim 
the  privilege  of  treating  the  subject  broadly.  We  cannot  limit  our 
discussions  to  the  professional  relationships  between  individual  prac- 
titioners in  the  vocational  area.  We  must  first  consider  the  admin- 
istrative relationships  between  the  center  and  the  other  community 
agencies  that  provide  vocational  services. 

State  Division  of  Vocational  Rehabilitation 

Every  rehabilitation  center  should  have  a  good  professional  relation- 
ship with  the  State  Division  of  Vocational  Rehabilitation.  This  is 
equally  important,  whether  the  center's  vocational  program  is  mini- 
mal, or  is  more  extensive.  If  its  vocational  program  is  minimal,  it 
must  look  largely  to  the  State  agency  for  the  provision  of  those  voca- 
tional rehabilitation  services,  such  as  training  and  employment,  which 
it  does  not  provide.  If  the  center's  vocational  program  is  more  ade- 
quate, it  must  cooperate  closely  with  the  State  agency  to  prevent  du- 
plication and  competition  and  to  achieve  the  best  coordination  of 
public  and  voluntary  effort. 

When  establishing  any  new  rehabilitation  center,  the  center  officials 
should  consult  frequently  with  State  and  local  vocational  rehabilita- 
tion officials.     This  is  ^particularly  true  if  it  is  anticipated  that  the 
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State  agency  will  be  a  large  purchaser  of  rehabilitation-center  services. 
Eehabilitation  centers  are  often  quite  unrealistic  in  tlieir  expectations 
as  to  how  much  of  its  statewide  budget  the  agency  will  be  able  to  spend 
at  a  single  facility.  They  often  fail  to  realize  that  State  agencies 
spend  the  major  part  of  their  budgets  for  rehabilitation  services — such 
as  surgery,  hospitalization,  and  vocational  or  professional  training— 
which  rehabilitation  centers  usually  do  not  provide.  Despite  these 
limitations,  the  State  agencies  are  an  important  source  of  financial 
support.  One  thing  can  surely  be  said:  the  State  vocational  re- 
habilitation agency  will  make  greater  use  of  the  facility  that  has 
planned  its  service  program  with  the  needs  of  the  State  agency  in 
mind.  :^M 


Joint  Planning  for  Referral  of  Patients 

During  the  period  of  joint  planning,  the  center  and  the  State  agency 
should  develop  standards  and  criteria  for  the  referral  of  patients  both 
by  the  agency  to  the  center  and  by  the  center  to  the  State  agency.  The 
center  should  refer  to  the  State  agency  two  principal  groups  of  cases. 
First  are  those  for  whom  it  might  be  expected  that  the  State  agency 
might  finance  either  medical  treatment  in  the  center  or  vocational 
training  either  in  or  out  of  the  center.  A  second  and  much  larger 
group  that  should  usually  be  referred  are  those  who  may  profit  from 
the  counseling,  planning,  or  placement  services  of  the  State  agency. 
Any  patient  of  employable  age,  unless  it  is  absolutely  certain  he  will 
have  no  problem  in  returning  to  an  old  job  or  finding  a  new  one,  should 
be  referred  to  the  State  agency  for  cooperation  and  assistance  in 
counseling,  planning,  and  placement. 

If  satisfactory  referral  procedures  can  be  agreed  upon,  it  will  usually 
be  possible  for  the  State  vocational  rehabilitation  agency  to  assign 
one  of  its  counselors  to  the  center  on  either  a  part-  or  full-time  basis. 
Such  a  counselor  assigned  to  the  center  should  have  full  access  to  the 
records  of  the  center,  should  participate  in  staff  conferences,  and  in 
many  respects  should  function  as  a  professional  staff  member  of  the 
center.  When  State  agency  counselors  participate  in  the  center  staff 
conferences,  agreement  should  be  reached  in  advance  concerning  the 
specific  aspects  of  the  patient's  history  or  present  circumstances  which 
they  will  be  expected  to  explore  and  evaluate.  This  type  of  pre-plan- 
ning is  necessary  since  the  State  counselor  does  not  customarily  operate 
in  a  team  situation. 

Mutual  Understanding  and  Responsibility 

Another  requisite  for  good  relationships  is  that  the  center  must  know 
thoroughly  what  the  State  agency  can  and  cannot  do  vmder  its  State 
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law  and  regulations.  The  State  agency  has  certam  eligibility  rules 
and  also  administrative  requirements  in  regard  to  such  things  as  the 
authorization  of  service.  It  is  important  for  the  center  to  familiarize 
itself  with  these  regulations ;  otherwise  it  may  be  tempted  to  unfairly 
criticize  the  agency  for  not  providing  services  which  it  cannot  provide 
under  its  law  and  regulations. 

The  State  agency,  on  its  side,  has  responsibilities  to  the  center.  As 
already  noted,  it  should  provide  adequate  counseling  and  placement 
service  to  the  center  (for  those  center  patients  that  are  eligible  for 
State  agency  services) . 

The  State  agency  should  come  to  a  clear  understanding  with  the 
center  regarding  the  extent  to  which  it  will  purchase  services  from  the 
center.  While  no  guaranties  can  or  should  be  given,  the  State  agency 
should  be  able  at  the  beginning  of  the  fiscal  year  to  assure  the  center 
that  it  will  purchase  from  it  an  agreed-upon  amount  of  service. 

The  State  agency  and  the  center  are  jointly  responsible  for  main- 
taining good  comunications,  for  understanding  fully  both  the  pos- 
sibilities and  limitations  of  the  programs  of  the  other.  They  both 
should  cooperate  in  public  relations  activities.  Both  should  help  the 
other  in  "selling  the  program"  to  the  public  at  large  or  to  public  bodies 
in  such  way  that  each  will  be  adequately  financed.  Both  have  a  joint 
responsibility  for  making  their  community  "rehabilitation  minded." 
Since  the  rehabilitation  center  usually  serves  patients  from  a  wide 
area,  every  member  of  the  State  agency  staff  who  might  send  patients 
to  the  center  should  be  scheduled  to  visit  the  center  as  part  of  his  in- 
doctrination training  shortly  after  his  employment.  He  should  stay 
long  enough  to  become  thoroughly  familiar  with  rehabilitation-center 
philosophy,  methods  of  working,  types  of  patients  served,  and  the  like. 
Eehabilitation  centers  frequently  should  assist  in  the  inservice  training 
of  experienced  rehabilitation  counselors;  they  do  this  by  providing 
lecturers,  a  laboratory  setting,  clinical  case  materials,  a  conference  or 
lecture  meeting  room,  and  others. 

Other  Vocational  Agencies 

Professional  relationships  must  also  be  maintained  with  community 
agencies  that  provide  counseling,  training,  and  placement  services. 
Among  these  agencies  are  the  State  employment  service,  the  public 
school  system,  and  various  voluntary  groups. 

Although  a  number  of  rehabilitation  centers  have  organized  their 
own  placement  services,  we  have  seen  little  evidence  of  close  working 
relationships  between  rehabilitation  centers  and  the  local  branches  of 
the  State  Employment  Service.  Their  specially  designated  person- 
nel for  the  selective  placement  of  the  disabled  should  be  called  upon 
frequently  for  the  placement  of  center  patients.    However,  if  success  is 
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to  be  expected  in  this  effort,  a  special  effort  should  be  made  to  bring  the 
SES  counselors  to  the  center  for  indoctrination,  participation  in  team 
conferences,  and  the  like.  Unless  this  approach  is  made,  not  much 
success  can  be  expected,  since  the  SES  counselors  often  do  not  specialize 
in  the  intensive,  individualized  placement  approach  that  is  needed  to 
find  jobs  for  the  severely  disabled. 

It  is  important  also  for  the  center  to  develop  good  working  relation- 
ships with  the  State  and  local  officials,  particularly  the  professional 
personnel  responsible  for  vocational  and  adult  education.  By  develop- 
ing this  kind  of  relationship  a  number  of  centers  have  worked  out  an 
arrangement  whereby  a  public  school  teacher  is  assigned  to  the  center 
for  teaching  a  vocational  training  class.  Also,  the  personnel  in  the 
school  system  can  give  valuable  advice  to  the  center  in  regard  to  the 
kinds  of  vocational  training  classes  that  might  best  be  developed  in 
the  center  for  the  local  employment  of  the  severely  disabled.  As  noted 
above,  such  training  classes  in  a  center  should  be  planned  on  the  basis 
of  supplementing  what  is  already  available  for  the  disabled  in  the 
public  vocational  schools.  More  centers  also  might  develop  a  training 
program  like  the  one  now  operating  at  Craig  Colony  Kehabilitation 
Center,  Denver,  Colo.  Under  their  plan,  severely  disabled  clients  live 
at  the  Rehabilitation  Center  where  they  receive  medical  supervision, 
room  and  board,  recreation  and  other  incidental  services;  each  day 
they  are  transported  in  a  rehabilitation  center  station  wagon  to  local 
vocational  schools  where  they  have  a  choice  of  a  wide  range  of  voca- 
tional courses.  This  plan  has  great  possibilities,  especially  in  those 
cities  wiiere  special  thought  has  been  given  by  the  public  school  system 
to  the  education  of  adults  and  of  the  disabled. 

Continuing  relationships  should  be  maintained  also  with  various 
vocational  guidance  agencies  in  the  community,  including  the  guidance 
departments  of  the  public  schools  and  those  maintained  by  church 
groups  or  the  Community  Chest.  The  center's  prevocational  unit  and 
its  team  approach  for  the  vocational  evaluation  of  the  disabled  should 
be  much  in  demand  by  other  community  groups,  provided  they  under- 
stand what  the  center  has  to  offer.  The  centers  that  are  now  only 
beginning  to  develop  a  really  effective  vocational  evaluation  program 
still  have  a  long  way  to  go  in  explaining  their  program  to  the 
community. 

The  Professional  Approach 

In  addition  to  the  administrative  approach  in  dealing  with  other  pro- 
fessional agencies,  much  can  also  be  done  by  working  through  profes- 
sional groups.  The  first  step  in  this  direction  is  the  creation  of  an 
advisory  committee  to  advise  the  center  in  the  development  and  execu- 
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tion  of  its  vocational  program.  This  is  especially  necessary  when  the 
center  goes  beyond  vocational  counseling ;  when  it  inaugurates  a  voca- 
tional evaluation  laboratory,  vocational  training  classes,  or  an  indus- 
trial workshop.  Such  an  advisory  committee  should  include  repre- 
sentatives not  only  from  vocational  guidance  and  education  but  also 
from  the  business  community.  Among  the  latter  groups,  industrial 
engineers,  personnel  managers,  and  top  corporation  executives  are 
particularly  helpful  both  in  planning  the  training  and  employment 
aspects  of  the  center  and  in  finding  jobs  in  private  industry  for  the 
placement  of  center  patients. 

I  conclude  with  what  is  perhaps  the  most  obvious  step  of  all.  For 
maintaining  good  professional  relationships  in  the  vocational  area, 
appropriate  center  staff  members  should  belong  to  or  cooperate  with 
key  professional  societies  and  organizations.  However,  since  a  prin- 
cipal characteristic  of  the  vocational  specialist  in  the  center  is  that 
he  works  as  a  team  member,  his  professional  affiliations  should  not 
be  narrow  or  dogmatic.  Obviously  he  should  belong  to  his  own  special 
professional  groups  such  as  the  National  Rehabilitation  Association, 
American  Vocational  Association,  National  Vocational  Guidance  As- 
sociation, or  the  American  Psychological  Association.  But  he  should 
not  stop  with  these.  He  must  also  maintain  contact  with  such  groups 
as  the  associations  of  personnel  managers,  social  workers,  probation 
woi'kers,  visiting  nurses,  industrial  physicians,  and  others.  It  would 
be  well,  also,  for  the  vocational  personnel  of  the  center  to  maintain 
professional  relationships  with  many  of  the  voluntary  health  groups — 
such  as  those  interested  in  tuberculosis,  cerebral  palsy,  cardiacs,  the 
hard  of  hearing,  and  the  like — for  many  of  these  groups  are  inter- 
ested in  the  social  and  vocational  adjustment  of  their  clients  and  will 
be  glad  to  work  with  the  rehabilitation  center  to  improve  its  services 
in  the  vocational  area. 


CONCLUSION 

May  I  conclude  with  this  one  observation :  most  centers  have  concen- 
trated their  throught  and  attention  on  medical  services,  medical  staff 
and  medical  relationships.  Yet,  as  the  medical  director  of  one  center 
remarked  recently.  "The  really  difficult  problems  in  a  center  are  not 
medical,  but  psychological  and  vocational."  The  moral  is  this :  if  you 
want  your  center  to  be  truly  comprehensive,  and  to  meet  fully  the 
needs  of  your  patients,  don't  neglect  your  vocational  services.  It 
takes  treatment  and  training  to  prepare  a  handicapped  person  for  the 
best  social  and  vocational  adjustment  that  he  is  capable  of  attaining. 
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Sources  of  Information  for  the 
Planning  and  Operation  of  Centers 

hy  EARL   C.    GRAHAM 

Librarian^   National   Society   for    Crijypled    Children   and 
Adults^  Inc.^  Chicago^  III. 


I  HAVE  BEEN  invited  to  speak  to  you,  not  as  a  specialist  profession- 
ally trained  in  rehabilitation  administration  or  in  working  with  pa- 
tients, but  as  a  professionally  trained  librarian  whose  work  for  the  past 
10  years  has  given  him  opportunity  to  observe  and  report  on  the  pub- 
lished literature  dealing  with  rehabilitation  and  rehabilitation  center 
planning.  My  position  has  given  me  a  vantage  point — a  most  inter- 
esting one,  I  think- — from  Avhich  I  have  been  able  to  survey  the  areas 
of  literature  that  relate  to  the  medical  care,  education,  employment, 
welfare,  and  psychology  of  handicapped  children  and  adults.  I 
must  admit,  however,  that  from  my  point  of  observation,  I  have  not 
been  able  to  see  everything.  For  one  thing,  too  frequently,  excellent 
work  relating  to  research  and  clinical  experiences  is  not  reported  in 
professional  journals  or  in  monograph  form,  and,  too  frequently,  if 
reported  at  all,  it  is  done  so  in  the  form  of  administrative  reports  that 
do  not  receive  wide  circulation  beyond  the  agency  or  institution  spon- 
soring the  projects.  As  the  librarian  supervising  a  national  library 
on  rehabilitation,  one  of  my  most  important  responsibilities  is  to  in- 
form myself  as  best  I  can  as  to  the  research  projects  being  pursued  and 
to  beg  for  copies  of  any  reports  that  may  result. 

(I  should  like  to  remark  here  in  parentheses:  As  a  librarian  I  can 
distinguish  between  two  kinds  of  persons  who  are  making  a  contribu- 
tion to  their  profession.  One  person  may  do  an  excellent  job  in  his 
daily  work;  he  may  communicate  well  with  his  associates;  and  he 
may  help  them  to  improve  their  skills  as  well  as  his  own.  But  his 
candle  is  hid  under  a  bushel;  he  has  a  variety  of  excuses  for  not 
writing  and  publishing.  The  other  person  may  work  no  more  effec- 
tively ;  but  he  does  accomplish  the  impossible  by  finding  time  to  pre- 
pare professional  papers  and  reports  for  publication.  For  selfish 
reasons,  I  admire  and  congratulate  the  latter  and  hope  that  his  profes- 
sional progress  is  expedited,  which  I  am  sure  it  will  be.  May  his  tribe 
increase.) 
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Although  much  of  what  does  get  published  may  be  of  limited  value 
to  the  experienced  rehabilitation  worker  or  administrator,  it  will  be 
of  interest  to  the  less  informed  person — whether  he  be  lay  or  profes- 
sional.    I  should  like  to  spend  a  little  time  discussing  this. 

With  the  renewed  impetus  given  the  rehabilitation  movement  by 
World  War  II,  frequent  attention  has  been  given  in  the  popular  press 
and  in  the  professional  journals  to  what  now  can  be  done  for  the 
handicapped  and  disabled.  We  are  all  aware  that  these  efforts  have 
been  successful  to  a  great  degree  in  obtaining  the  interest  and  support 
of  the  general  public.  Similar  success  with  the  professional  groups 
has  been  obtained  by  the  medical  and  technical  journals.  As  a  matter 
of  fact,  many  hundreds  of  articles  have  appeared  in  the  last  10  years 
in  the  general  and  specialty  medical  periodicals — most  of  them  re- 
viewing the  subject  of  rehabilitation  "the  third  phase  of  medicine," 
citing  successful  cases  of  rehabilitees,  describing  the  rehabilitation 
team,  and  reminding  the  doctor  that  the  practitioner  or  the  medical 
specialist  is  the  captain  of  the  team.  Similar  articles  on  the  rehabilita- 
tion concept  have  also  appeared  in  the  journals  identified  with  the 
other  professions,  with  perhaps  the  nursing,  hospital  public  health, 
and  guidance  and  counseling  journals  being  the  most  recent  to  pick 
up  the  theme.  Evidence  of  this  type  of  publishing  activity  can  be 
found  throughout  the  bibliographic  reference  book  Rehabilitation 
Literature  1950-55.  The  5,214  references  indexed  in  it  were  selected 
from  approximately  7,200  references,  the  ones  dropped  being  those 
that  were  considered  by  the  compilers  to  have  made  little  contribution 
to  the  permanent  literature. 

From  my  point  of  view,  I  feel  that  in  the  last  few  years  the  rehabili- 
tation movement  has  shown  increasing  evidence  of  maturity.  Less  at- 
tention is  being  devoted  to  general  review  and  more  to  specific  topics 
that  rehabilitation  workers  consider  to  be  problems.  This  growing 
maturity  is  reflected  in  tlie  professional  character  of  articles  and  the 
complexity  of  the  subjects  that  are  currently  being  discussed  in  the 
professional  journals.  A  more  realistic  attitude  as  to  what  the  re- 
habilitation process  can  and  should  try  to  do  is  also  evident.  There  is 
an  awareness,  for  example,  that  the  rehabilitation  goal  for  the  para- 
plegic may  be  not  necessarily  to  get  him  to  walk  with  braces  and 
crutches,  but  to  teach  him  the  other  more  important  skills  that  will  en- 
able him  to  take  care  of  himself  and  to  become  active  vocationally  and 
socially,  even  though  still  in  a  wheelchair.  Tliere  is  an  awareness,  too, 
that  the  critical  factor  in  determining  a  patient's  program  is  an  evalu- 
ation of  his  potentialities  and  that  patient  motivation  is  the  key  to  re- 
habilitation success.  The  attention  now  being  given  to  prevocational 
exploration  arises  from  the  need  to  direct  the  patient's  efforts  in  a  re- 
habilitation center  to  the  most  feasible  and  desirable  vocational  goal. 
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This  Institute  has  been  planned  to  provide  information  and  guid- 
ance on  the  establishment,  expansion,  or  improvement  of  comprehen- 
sive rehabilitation  facilities.  And  I  have  been  asked  to  offer  sugges- 
tions on  existing  sources  from  which  this  information  and  guidance 
can  be  obtained.  From  your  own  professional  experience  and  from 
your  earlier  academic  training  you  are  familiar  with  the  techniques 
and  facilities  by  which  knowledge  is  acquired.  The  first  step  usually 
is  the  identification  of  the  literature  by  the  use  of  bibliographies  and 
lists  of  references.  Then,  by  reading  this  literature,  one  informs 
oneself  of  the  experience  and  knowledge  of  others.  The  use  of  films 
and  other  audio-visual  aids  of  an  instructive  and  informational  nature 
is  part  of  this  phase. 

Other  knowledge  and  additional  skills  can  be  gained  through  ad- 
vanced university  courses  and  by  attendance  at  institutes,  workshops, 
and  conferences  at  which  the  subjects  are  covered.  Intern-ship  oppor- 
tunities and  participation  in  inservice  training  programs  are  vital 
adjuncts  to  this  aspect  of  the  learning  process. 

By  membership  in  organizations  and  active  participation  in  the 
affairs  of  such  organizations,  and  by  association  with  colleagues  in 
the  field  and  personal  contacts  with  the  authorities,  further  profes- 
sional sophistication  is  developed. 

Also,  by  means  of  correspondence  with,  or  personal  visits  to,  insti- 
tutions (in  this  case,  rehabilitation  centers),  one  can  obtain  much 
general  information  as  well  as  the  answers  to  specific  questions. 

Finally,  by  the  conduct  of  original  studies  and  research,  one  may 
seek  new  knowledge  oneself. 

There  is  not  the  time,  nor  would  you  find  it  interesting,  for  me  to 
catalog  now  in  a  systematic  way  the  informational  guides  to  these 
various  avenues  of  learning.  This  will  be  attempted  in  the  .appendix 
to  this  paper.  I  might  be  able,  however,  to  bring  to  your  attention 
those  sources  that  you  may  wish  to  make  note  of  while  you  are  still 
here  this  week. 


BIBLIOGRAPHIES  AND  THE  LITERATURE  INDEXED 

As  most  of  you  know,  the  Library  of  the  National  Society  publishes 
each  month  the  abstracting,  service  bulletin  Eehabilitation  Literature. 
Its  issues  index  current  periodical  articles  and  new  publications  and 
so  serve  to  supplement  the  book  Rehabilitation  Literature  1950-55, 
compiled  by  the  Library  and  published  just  this  past  fall.  References 
relating  to  rehabilitation  centers  and  to  subjects  of  interest  to  center 
personnel  are  therein  systematically  covered.  You  will  find  listed  in 
the  book  and  the  monthly  supplements,  for  example,  reports  of  com- 
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munity  surveys  to  determine  rehabilitation  needs,  such  as  those  con- 
ducted in  Louisville,  Minneapolis,  St.  Louis,  Kansas  City,  Cleveland, 
Pittsburgh,  and  Philadelphia. 

Although  the  literature  in  rehabilitation  has  been  fairly  voluminous 
in  the  past  10  years  or  more,  there  are  still  only  a  handful  of  recent 
articles,  chapters  in  books,  and  pamphlets  on  rehabilitation  center 
planning  and  administration.  A  great  deal  more  has  been  said  on 
the  subject  than  has  appeared  in  print.  This  observation  can  be  made 
of  any  new  area  of  activity  that  requires  the  development  of  a  complex 
group  effort  and  the  application  of  new  skills  and  techniques.  What 
was  published  10  years  ago  is  of  decreasing  importance  today,  even 
though  it  may  have  formed  a  solid  foundation  to  what  we  are  planning 
and  building  today.  The  National  Society,  for  example,  still  dis- 
tributes copies  of  the  report  of  the  Baruch  Committee  on  Physical 
Medicine  titled  A  Community  Rehabilitation  Service  and  Center 
(Functional  Plan) ,  which  was  published  in  1946.  In  spite  of  the  obso- 
lescence of  certain  details,  much  of  this  report  is  still  pertinent. 
Although  I  could  cite  other  such  somewhat  dated  references  on  re- 
habilitation center  planning,  your  attention  should  be  directed  to  the 
current  publications. 

The  booklet  Rehabilitation  Centers  in  the  United  States,  published 
in  1953  and  now  under  revision  by  Mr.  Henry  Redkey,  contains  basic 
information  on  the  various  types  of  rehabilitation  centers  that  exist 
today.  The  Proceedings  of  the  two  Institutes  on  Rehabilitation  Cen- 
ters sponsored  by  the  National  Society,  published  in  1955  and  1956, 
will  be  of  help  to  you.  The  bibliography  at  the  end  of  the  first  Insti- 
tute proceedings  lists  79  references  basic  to  rehabilitation  center  plan- 
ning. Most  of  these  same  references  are  not  only  indexed  but  an- 
notated in  the  reference  book  Rehabilitation  Literature  1950-55. 

The  very  handsome  report  Rehabilitation  Trends;  Midcentury  to 
1956,  published  in  1956  by  the  Institute  for  the  Crippled  and  Disabled, 
is  highly  significant.  This  report  gives  excellent  insight  into  the  op- 
erations of  a  comprehensive  community  rehabilitation  center,  dis- 
cussing as  it  does  the  administrative  and  financial  problems  involved 
and  the  staff  coordination  and  cooperation  that  are  necessary.  The 
monograph  series  of  the  Institute  for  Physical  Medicine  and  Rehabili- 
tation of  the  New  York  University-Bellevue  Medical  Center  may  be 
considered  required  reading.  Also  to  be  studied  are  the  1953,  1954, 
and  1955  published  proceedings  of  the  workshops  of  the  Conference  of 
Rehabilitation  Centers.  You  may  wish  to  look  again  at  the  March  16, 
1956,  issue  of  Hospitals,  which  contains  a  series  of  articles  on  the  role 
of  the  hospital  as  a  rehabilitation  facility.  A  symposium  on  rehabili- 
tation centers  was  on  the  program  of  the  1955  annual  meeting  of  the 
American  Congress  of  Physical  Medicine  and  Rehabilitation,  and  the 
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papers  that  were  presented  will  be  found  in  the  July  and  August  1956, 
issues  of  the  Archives  of  Physical  Medicine  and  Rehabilitation. 

The  investigations  supported  by  grants  from  the  Office  of  Voca- 
tional Rehabilitation,  being  reported  currently  and  in  the  near  future, 
can  be  anticipated  as  most  pertinent  to  our  interests  here.  Since  Janu- 
ary 1955,  a  total  of  65  research  projects  and  demonstration  programs, 
of  one  to  five  years,  duration,  have  been  approved  for  OVR  support,  as 
authorized  by  Public  Law  565.  Many  of  these  studies  relate  specifi- 
cally to  rehabilitation  center  programs  or  to  the  work  of  center  per- 
sonnel. Also  many  of  them  will  critically  review  the  existing  litera- 
ture relating  to  their  research  areas.  For  example,  in  connection  with 
the  study  being  conducted  by  the  National  Rehabilitation  Association 
on  rehabilitation  counselor  education  and  accrediting  standards,  three 
literature  reports  are  in  preparation:  (1)  a  report  on  rehabilitation 
research  in  progress,  {£)  an  annotated  bibliography  of  rehabilitation 
counselor  education,  and  (3)  a  topical  analysis  of  rehabilitation  coun- 
selor education  with  selected  references  from  the  literature.  By 
March  1,  1957,  the  NRA  research  staff  will  have  issued  in  mimeo- 
graphed form  a  checklist  (Schedule  L-I)  of  studies  completed  and  in 
progress  relating  to  rehabilitation  counselor  education.  The  check- 
list will  include  theses,  dissertations,  agency  studies,  and  independent 
studies  for  the  period  1946-56. 

I  am  most  optimistic  that  handbooks,  guides,  and  textbooks  on 
rehabilitation  center  planning  and  administration  will  be  forthcom- 
ing, if  not  this  year,  then  in  1958  and  1959.  Such  publications  are 
likely  to  result  from  the  efforts  of  the  Conference  of  Rehabilitation 
Centers  and  from  the  needs  of  its  members.  Last  fall  I  wrote  to  15 
administrators  of  rehabilitation  centers  in  the  United  States  and 
Canada  to  ask  two  questions:  (1)  Does  your  center  have  an  opera- 
tions or  procedures  manual,  and,  if  so,  (2)  could  a  copy  be  made 
available  to  our  library?  I  did  find  that  most  centers  had  a  file  of 
memoranda  on  office  regulations  and  staff  responsibilities,  that  five 
centers  were  working  on  a  manual  or  were  hoping  to  get  started  on 
one,  and  that  one  center  had  an  up-to-date  manual  and  another  had 
one  in  process  of  revision.  If  we  could  acquire  at  least  2  or  3  manuals, 
we  should  have  them  on  hand  when  administrators  and  students  ask 
us  how  a  rehabilitation  center  operates. 

Although  the  Library  indexes  selectively  pertinent  references 
from  hundreds  of  periodicals,  the  periodicals  that  are  abstracted  sys- 
tematically are  those  in  which  you  would  be  most  interested.  In  addi- 
tion to  your  own  professional  specialty  journals,  you  may  find  it  desir- 
able, therefore,  to  have  regular  access  to  the  American  Journal  of 
Occupational  Therapy,  American  Journal  of  Physical  Medicine, 
Archives  of  Physical  Medicine  and  Rehabilitation,  Cerebral  Palsy 
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Review,  Exceptional  Children,  ,Tournal  of  Rehabilitation,  Journal  of 
Speech  and  Hearing  Disorders,  Physical  Therapy  Review,  Artificial 
Limbs,  and  Orthopedic  and  Prosthetic  Appliance  Journal,  and  the 
counterparts  of  certain  of  these  published  in  Great  Britain  and 
Canada.  A  checklist  of  these  and  other  relevant  periodicals,  compiled 
by  the  Library,  is  available  at  the  publications  exhibit.  Other  bibli- 
ographies compiled  by  the  Library,  citing  pertinent  literature,  are 
listed  in  my  appendix. 


AUDIO-VISUAL  AIDS 

Films  and  other  audio-visual  aids  suitable  for  showing  before  lay 
groups  in  your  community  and  as  training  aids  for  professional  per- 
sonnel are  available  from  a  number  of  agencies  and  film  centers.  Two 
of  the  more  comprehensive  directories  are  (1)  Films  on  the  Handi- 
capped, compiled  by  Jerome  H.  Rothstein  and  Thomas  O'Connor  and 
published  with  annual  supplements  by  the  International  Council  for 
Exceptional  Children,  and  (2)  Film  Reference  Guide  for  Medicine 
and  Allied  Sciences,  compiled  and  revised  twice  yearly  by  the  Federal 
Interdepartmental  Committee  on  Medical  Training  Aids  and  dis- 
tributed by  the  Card  Division,  Library  of  Congress.  Many  excellent 
films  from  other  countries  are  in  the  film  library  of  the  International 
Society  for  the  Welfare  of  Cripples  and  are  listed  in  its  film  directory 
of  foreign  films  available  on  loan. 


NATIONAL  PROFESSIONAL  ASSOCIATIONS  AND  VOLUNTARY  AGENCIES 

I  have  already  listed  the  names  of  the  more  prominent  professional 
journals  identified  with  rehabilitation.  I  shall  not  take  the  time  here 
to  read  the  names  of  the  associations  that  publish  them,  since  they  are 
listed  in  the  periodicals  checklist  that  you  can  get  at  the  publications 
display.  They  will  be  listed  at  the  end  of  my  paper,  as  will  the  names 
of  the  voluntary  agencies  identified  with  rehabilitation.  In  addition 
to  their  periodicals,  many  publish  organizational  newsletters  and 
bulletins,  proceedings  of  their  annual  meetings  and  professional 
institutes,  and  separate  reports  and  monographs. 

Of  other  specialized  groups,  I  should  like  to  mention  specifically : 

(1)  The  Conference  of  Rehabilitation  Centers,  with  which  this  week  yon  are 
becoming  more  familiar.     Abont  75  centers  are  members  of  the  Conference. 

(2)  The  National  Association  of  Sheltered  Workshops  and  Homebound  Pro- 
grams, whose  members  include  some  75  workshops  and  agencies  that  provide 
these  services. 
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(3)  The  National  Council  on  Psychological  Aspects  of  Disability,  whose  mem- 
bership is  open  to  psychologists  who  are  members  of  the  American  Psychological 
Association. 

These  groups  were  organized  so  that  opportunities  may  be  provided 
for  an  interchange  of  information  through  meetings,  correspondence, 
newsletters,  and  informal  discussions.  They  provide  also  a  means  by 
which  common  problems  may  be  considered  and  cooperative  projects 
may  be  conducted. 


AGENCIES  OF  THE  UNITED  STATES  AND  STATE  GOVERNMENTS 

Other  official  agencies  besides  the  Office  of  Vocational  Kehabilitation 
and  the  state  vocational  rehabilitation  bureaus  that  are  concerned  with 
rehabilitation-center  programs  are  the  Children's  Bureau  and  the 
state  services  for  crippled  children;  the  Veterans'  Administration,  its 
hospitals  and  other  facilities  for  disabled  veterans ;  the  United  States 
Public  Health  Service  and  its  Institutes  of  Health;  and  the  depart- 
ments of  health  of  the  individual  state  and  local  governments.  These 
agencies  provide  training  opportunities  for  their  personnel  and  report 
their  rehabilitation  work  in  their  own  official  publications.  The  na- 
tional agencies  also  issue  reports  and  bulletins  that  are  reproduced 
primarily  for  distribution  within  the  department  or  agency.  If  you 
have  access,  for  example,  to  the  multilithed  series  of  information 
bulletins  and  program  guides  of  the  Physical  Medicine  and  Rehabilita- 
tion Service  of  the  Veterans'  Administration,  you  will  have  oppor- 
tunity to  note  activities  at  the  various  VA  installations  that  would 
not  be  reported  in  the  professional  journals.  The  Office  of  Vocational 
Rehabilitation  by  means  of  its  mimeographed  Rehabilitation  Service 
Series  memoranda  distributes  information  of  importance  to  personnel 
in  their  regional  and  State  offices.  The  multilithed  Statistical  Series 
of  the  Children's  Bureau  often  contains  information  pertinent  to  the 
rehabilitation-center  movement. 


ADVANCED  TRAINING 

The  Institute  for  the  Crippled  and  Disabled,  New  York  City,  for  the 
first  time  in  1955,  in  collaboration  with  the  United  States  Office  of 
Vocational  Rehabilitation,  gave  a  7  months'  training  program  for 
rehabilitation-center  administrators.  From  several  hundred  applica- 
tions, 10  persons  with  experience  in  rehabilitation  were  selected  for 
the  course.  The  second,  and  current,  course  began  in  October  1956. 
Information  about  this  course  and  about  special  university  courses 
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and  institutes,  workshops,  and  conferences  is  announced  in  the  pro- 
fessional journals  that  I  have  previously  mentioned. 

A  growing  number  of  universities  oifer  advanced  courses  in  re- 
habilitation subjects  as  part  of  the  curriculum  in  medicine,  physical 
therapy,  occupational  therapy,  social  work,  rehabilitation  counseling, 
nursing,  and  other  fields  of  study.  For  the  fiscal  year  1967-58,  there 
have  been  reported  136  courses  of  study  at  universities  and  training  in- 
stitutions that  have  received  teaching  and  traineeship  grants  from 
the  Office  of  Vocational  Kehabilitation.  The  list  of  these  institutions 
may  be  obtained  from  any  State  vocational  rehabilitation  agency 
or  from  James  F.  Garrett,  Assistant  Director,  Division  of  Training, 
Office  of  Vocational  Rehabilitation.  The  Division  of  General  Health 
Services  of  the  United  States  Public  Health  Service  administers  for 
public  health  workers,  also,  traineeships  for  specialized  training,  as 
provided  under  Public  Law  911,  the  Health  Amendment  Act  of 
1956. 

Several  special  institutes  and  workshops,  from  4  days  to  4  weeks 
in  duration,  are  offered  several  times  throughout  the  year.  The  In- 
stitute for  Physical  Medicine  and  Rehabilitation,  New  York  Uni- 
versity-Bellevue  Medical  Center,  gives  separate  advanced  courses  in 
rehabilitation  methods,  3  to  4  weeks  long,  to  physical  therapists, 
nurses,  and  counselors.  For  the  Institute's  workshop  in  counselor 
training,  the  National  Society  for  Crippled  Children  and  Adults 
makes  available  twenty  $300  fellowships.  The  next  class  is  scheduled 
for  June  17-July  13,  1957.  The  University  of  Pennsylvania  offers 
1-week  institutes  on  "Principles  of  Rehabilitation,"  the  next  dates 
for  the  course  being  April  27  and  June  17,  1957.  These  are  but  sev- 
eral examples  of  such  offerings. 

The  professional  associations  and  the  national  voluntary  health 
agencies  also  conduct  institutes  and  seminars  as  part  of  the  programs 
of  their  annual  meetings.  These  also  are  usually  announced  in  the 
professional  journals.  In  addition,  the  National  Foundation  for  In- 
fantile Paralysis,  United  States  Office  of  Vocational  Rehabilitation, 
National  Society  for  Crippled  Children  and  Adults,  American  Heart 
Association,  National  Tuberculosis  Association,  and  the  United 
Cerebral  Palsy  Associations  sponsor  and  support  advanced  courses 
and  workshops.  Many  of  these  are  to  provide  advanced  training  to 
therapists  in  their  work  with  a  specific  group  of  patients — for  ex- 
ample, those  having  poliomyelitis,  cerebral  palsy,  heart  disease,  laryn- 
gectomy, or  aphasia — and  are  frequently  offered  in  the  rehabilitation 
clinics  where  patients  are  treated.  Specific  information  concerning 
these  courses  and  workshops,  as  well  as  the  fellowships  and  scholar- 
ships that  are  available,  may  be  obtained  from  the  sponsoring 
agencies. 
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RECRUITING  AND  PLACEMENT 

Most,  if  not  all,  of  the  professional  associations  provide  for  an 
exchange  of  information  about  employment  opportunities  by  a  coun- 
seling or  placement  service  in  their  national  offices,  by  the  circulation 
of  lists  among  their  members,  or  by  announcements  and  advertise- 
ments in  their  journals.  Their  annual  meetings  offer,  perhaps,  the 
best  opportunities  for  employer  and  potential  employee  to  get  to- 
gether. Placement  services  for  graduates  are  also  provided  by  the 
schools  of  physical  therapy,  occupational  therapy  and  speech  correc- 
tion, and  by  other  professional  schools. 

Since  September  1945,  the  National  Society  for  Crippled  Children 
and  Adults  has  administered  the  National  Personnel  Registry  and 
Employment  Service.  Public  and  private  agencies  operating  reha- 
bilitation facilities  may  utilize  the  services  of  the  Registry  to  recruit 
qualified  staff  members,  and  professionally  qualified  persons  seeking 
placement  in  rehabilitation  activities  are  eligible  to  register.  The 
Registry  publishes  a  quarterly  Employment  Bulletin  that  is  distrib- 
uted without  charge  to  rehabilitation  agencies,  to  professional  schools, 
and  to  individuals  registered  for  placement. 


PLANT  AND   EQUIPMENT 

One  of  the  most  frustrating  areas  of  inquiry  is  that  of  the  architectural 
planning  of  a  rehabilitation  center  and  the  selection  of  its  equipment 
and  furnishings.  Separate  publications  and  periodical  literature  are, 
admittedly,  quite  inadequate  as  a  source  of  information.  The  Divi- 
sion of  Hospital  and  Medical  Facilities  of  the  United  States  Public 
Health  Service,  the  United  States  Office  of  Vocational  Rehabilitation, 
and  the  National  Society  for  Crippled  Children  and  Adults  all  dis- 
tribute a  variety  of  periodical  reprints,  mimeographed  memoranda, 
bulletins,  and  bibliographies  that  are,  nevertheless,  pertinent.  Con- 
sultation with  members  of  the  staffs  of  these  organizations  and  study 
of  their  collections  of  floor  plans  and  related  materials  may  prove 
fruitful.  The  informational  and  fund-raising  brochures  of  indi- 
vidual rehabilitation  centers  to  be  built,  or  recently  built,  usually 
contain  floor  plans  that  are  helpful.  Brochures  to  be  noted  are  those 
of  the  Crossroads  Rehabilitation  Center  of  Indianapolis,  the  Minne- 
apolis Rehabilitation  Center,  the  Western  Rehabilitation  Centre  of 
Vancouver,  the  Curative  Workshop  of  Racine,  the  Milwaukee  Cura- 
tive Workshop,  the  Easter  Seal  Rehabilitation  Center  of  Evansville, 
Ind.,  and  the  Rehabilitation  Centre  of  Montreal,  Canada.  The 
booklets  Essentials  of  a  Hospital  Department:  Physical  Therapy 
(now  under  revision),  published  by  the  American  Hospital  Associa- 
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tion,  and  the  Manual  on  the  Organization  and  Administration  of 
Occupational  Therapy  Departments,  published  by  the  American 
Occupational  Therapy  Association,  also  contain  floor  plans  and  related 
information.  A  subcommittee  of  the  Conference  of  Rehabilitation 
Centers  is  currently  working  on  a  research  proposal  that  would  culmi- 
nate in  the  publication  of  a  guide  to  architectural  planning.  Such  a 
publication  is  urgently  needed. 

The  most  desirable  procedure  for  obtaining  information,  although 
the  most  expensive  and  time-consuming,  is  a  tour  of  inspection  of  re- 
cently constructed  rehabilitation  centers.  These  visits  provide  the 
opportunity  to  discuss  the  good  and  bad  features  of  the  structures  with 
the  center  personnel.  It  might  be  recommended  that,  before  the  tour 
is  made,  a  checklist  of  items  to  be  observed  should  be  prepared.  At  the 
time  each  plant  is  inspected,  information  may  then  be  recorded.  This 
procedure  will  ensure  systematic  observation  and  a  means  of  evaluat- 
ing comparative  data  after  the  tour  is  completed.  The  checklist  which 
I  saw,  prepared  by  Dr.  Harold  V.  Cranfield,  Medical  Director  of  the 
Ontario  Society  for  Crippled  Children,  before  he  made  his  recent  tour, 
impressed  me  most  favorably.  The  centers  you  are  most  likely  to  visit 
will  be  those  that  are  members  of  the  Conference  of  Rehabilitation 
Centers.  The  list  of  centers  would  be  available,  I  believe,  from  the 
Secretary  to  the  Conference,  Mr.  Redkey.  Since  another  purpose  of 
the  tour  would  be  to  make  note  of  the  operation,  staffing,  and  services 
of  the  various  centers,  the  reporting  form  reproduced  in  the  1954  pro- 
ceedings of  the  Conference  of  Rehabilitation  Centers  would  be  help- 
ful in  the  preparation  of  the  checklist.  Study  should  also  be  made  of 
the  application  forms,  schedules,  and  related  material  provided  by  the 
United  States  Public  Health  Service  to  agencies  making,  or  planning 
to  make,  application  for  Federal  funds,  under  the  Hill-Burton  Act, 
for  the  construction  of  a  rehabilitation  center. 

In  regard  to  rehabilitation  equipment,  there  are  a  number  of  firms 
that  sell  especially  designed  aids  for  use  by  handicapped  patients  and 
physical  medicine  and  rehabilitation  equipment  for  centers.  Many 
of  these  firms  exhibit  at  the  meetings  of  the  professional  associations. 
Although  I  cannot  mention  all  of  them  by  name,  I  should  like  to  call 
your  attention  to  the  following  supply  houses  whose  catalogs  you  may 
wish  to  obtain:  (1)  J.  A.  Preston  Corp.,  (2)  Rehabilitation  Equip- 
ment, Inc.,  (3)  Rehabilitation  Products  (Division  of  American  Hos- 
pital Supply  Corp.),  and  (4)  Fascole  Corp. 

The  Cerebral  Palsy  Equipment  manual  of  the  National  Society  is 
unique  in  that  it  provides  drawings  and  specifications  by  which  local 
technicians  can  make  the  aids  and  equipment  useful  in  treating  cere- 
bral palsy  patients.  The  Institute  for  Physical  Medicine  and  Re- 
habilitation has  issued  since  1950  a  series  of  seven  manuals.  Self -Help 
Devices  for  Rehabilitation,  that  illustrates  hundreds  of  commercial 
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and  improvised  gadgets  and  devices.  Many  of  these  more  useful  aids 
have  been  reported  in  the  book  Living  with  a  Disability,  by  Rusk  (and 
others),  and  in  the  booklet  Self -Help  Devices  for  the  Arthritic,  by 
Edward  W.  Lowman.  The  addresses  of  sources  for  the  commercial 
items  are  provided  in  all  of  the  above-mentioned  publications. 


CONCLUSIONS 

I  should  like  to  close  my  remarks  with  an  invitation,  a  thank  you, 
and  an  appeal.  The  services  of  the  Library  of  the  Society  are  avail- 
able to  all  interested  professional  persons  and  agencies.  We  hope  you 
will  find  our  bibliographic  services  of  help  to  you  in  identifying  the 
literature  and  in  locating  specific  references  in  the  medical  and  profes- 
sional collections  of  libraries  in  your  local  community  and  state.  AVe 
gladly  extend  to  you  the  loan  services  of  our  own  library  if  you  have 
need  to  borrow  our  copies  of  the  items  listed  in  any  of  our  biblio- 
graphies, including  the  reference  book  Rehabilitation  Literature  1950- 
55  and  the  monthly  issues  of  Rehabilitation  Literature.  If  time  per- 
mits you  may  wish  to  visit  the  Library  and  the  offices  of  the  Society  at 
11  South  La  Salle  Street.  I  am  in  attendance,  however,  here  at  the 
display  of  rehabilitation  publications,  and  shall  be  glad  to  be  of  help  in 
any  way  I  can. 

I  want  to  thank  all  of  you  who  have  been  generous  in  making  avail- 
able to  us  for  our  collection  tlie  reprints  of  your  articles  that  have  been 
published,  and  the  reports  and  other  publications  that  you  and  your 
agencies  may  have  sent  us. 

As  you  prepare  and  publish  new  materials,  I  should  like  to  urge 
you  to  keep  in  mind  our  sincere  desire  to  give  appropriate  attention  to 
them  in  our  indexing  services.  The  copies  you  send  us  are  processed 
for  our  permanent  loan  and  reference  collection,  so  that  they  may  be 
made  available  to  any  responsible  person  or  agency  seeking  informa- 
tion. 


SOURCES  OF  INFORMATION 

The  references  below  are  listed  in  the  approximate  order  in  which  they  are  cited 
in  the  paper. 

Bibliographies  and  the  Literature  Indexed 

1.  RehaMlitation  Literature;  selected  abstracts  of  current  publications  of  in- 
terest to  workers  with  the  handicapped.  National  Society  for  Crippled 
Children  and  Adults,  11  S.  La  Salle  St.,  Chicago  3,  111.  Monthly.  $1  a 
year. 
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2.  Graham,  Earl  C,  and  Marjorie  M.  Mullen.     RehaUlitation  Literature  1950-55. 

1956.  621  p.  Blakiston  Div.,  McGraw-Hill  Book  Co.,  330  W.  42d  St., 
New  York  36,  N,  Y.     $13. 

3.  Baruch  Committee  on  Physical  Medicine.     Report  on  a  community  rehabilita- 

tion service  and  center  (functional  plan).  1946.  24  p.  illus.,  drawings. 
Available  from  the  National  Society  for  Crippled  Children  and  Adults,  11 
S.  La  Salle  St.,  Chicago  3,  111. 

4.  Redkey,  Henry.     RehaUlitation  centers  in  the  United  States;  a  compilation 

of  information  submitted  by  40  rehabilitation  centers  for  the  First  Na- 
tional Conference  on  Rehabilitation  Centers,  Dec.  1-3,  1952,  under  the 
sponsorship  of  the  National  Society  for  Crippled  Children  and  Adults  and 
the  OflBce  of  Vocational  Rehabilitation,  U.  S.  Department  of  Health,  Edu- 
cation, and  Welfare.  1953.  128  p.  illus.  U.  S.  Office  of  Vocational 
Rehabilitation,  Washington  25,  D.  C. 

5.  National  Society  for  Crippled  Children  and  Adults.     Proceedings,  the  Insti- 

tute on  RehaUlitation  Centers.  1955.  72  p.  The  Society,  11  S.  La  Salle 
St.,  Chicago  3,  111.     $1.60. 

6.  National   Society  for  Crippled  Children   and  Adults.     Proceedings,   Second 

Institute  on  RehaUlitation  Centers.  1956.  29  p.  The  Society,  11  S. 
La  Salle  St.,  Chicago  3,  111.  $1  (with  the  first  Institute  Proceedings,  $2.25 
per  set). 

7.  Institute  for  the  Crippled  and  Disabled.    RehaUlitation  trends;  mid-centurij 

to  1956.  1956.  96  p.  illus.,  tabs.,  charts.  The  Institute,  400  First  Ave., 
New  York  10,  N.  Y.     $2. 

8.  McCoy,  Georgia  F.,  and  Howard  A.  Rusk.     An  evaluation  of  rehaUlitation ;  a 

study  of  476  cases,  with  a  detailed  follow-up  study  of  208  cases  discharged 
from  the  Physical  Medicine  and  Rehabilitation  Services.  1953.  87  p. 
tabs.  (Rehal).  monograph  I)  Institute  of  Physical  Medicine  and  Re- 
habilitation, 400  E.  34th  St.,  New  York  16,  N.  Y.    $1. 

Other  monographs  in  the  series  are :  II.  Psychiatric  aspects  of  rehaUli- 
tation, by  Morris  Grayson,  in  collaboration  with  Ann  Powers  and  Joseph 
Levi. — III.  A  Madder  and  boivel  training  program  for  patients  ivith  spinal 
cord  disease,  by  Edith  Buchwald,  Margaret  McCormack,  and  Emile  Raby. — 
IV.  Manual  of  procedures  of  the  Children's  Division  of  the  Institute  of 
Physical  Medicine  and  RehaUlitation,  by  George  G.  Deaver  and  staff,  in 
collaboration  with  the  Association  for  the  Aid  of  Crippled  Children,  New 
York  City. — V.  Braces,  crutches,  wheelchairs;  mode  of  management,  by 
George  G.  Deaver  and  Anthony  L.  Brittis. — VI.  Self-help  devices  for  the 
arthritic,  by  Edward  W.  Lowman. — VII.  Survey  of  ninety-five  custodial 
patients  in  a  municipal  hospital,  by  Michael  M.  Dasco,  Joseph  Novey,  and 
Edith  L.  Kristeller. — VIII.  A  manual  for  training  the  disaUed  homemaker, 
by  Howard  A.  Rusk  (and  others). — IX.  Cerebral  palsy;  methods  of  evalu- 
ation and  treatment,  by  George  G.  Deaver. — X.  A.  D.  L.;  activities  of  daily 
living;  testing,  training  and  equipment,  by  Edith  Buchwald  Lawton. — 
XI.  The  effect  of  the  Neiv  York  ivorkmen's  compensation  laiv  upon  the 
employment  of  the  handicapped,  by  Morton  Lane.  $1  each,  except  mono- 
graph no.  VIII,  $2. 

9.  Conference    of    Rehabilitation    Centers.     Proceedings,    icorkshop    findings. 

Annual,  1953  to  date.     Available  from  the  Treasurer  of  the  Conference, 
Mr.  Willis  C.  Gorthy,  Director,  Institute  for  the  Crippled  and  Disabled, 
400  First  Ave.,  New  York  10,  N.  Y.     75^  each. 
10.  Cronin,    John    W.     Planning    multiple    disability    rehabilitation    facilities. 
Hospitals.     Mar.  16, 1956.     30:6:47-54,60. 
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In  "same  issue :  Guest  editorial :  Rehabilitation,  by  Mary  E.  Switzer,  p. 
35.  New  opportunities  for  planning  health  facilities,  Leonard  A.  Scheele, 
p.  36-38,  124.  Rehabilitation ;  a  doctor's  viewpoint,  by  H.  Worley  Kendell, 
p.  39-43,  124.  Rehabilitation;  a  patient's  viewpoint,  by  Crayton  E.  Mann,  p. 
44-46.  What  rehabilitation  facilities  are  needed?,  by  Robert  L.  Rogers,  p. 
55-57. 

11.  American  Congress  of  Physical  Medicine  and  Rehabilitation.     33d  Annual 

Session.  Symposium  on  rehabilitation.  Arch.  Physical  Medicine  and 
Rehal).     July  and  August  1956.     37  :  7  and  8.     2  parts. 

Contents  :  The  Liberty  Mutual  rehabilitation  program,  by  W.  Scott  Allan, 
p.  405-407.  Training  program  for  rehabilitation  center  administrators, 
by  Willis  C.  Gorthy,  p.  408-409.  Business  practices  in  rehabilitation 
centers,  by  Arthur  A.  Rodiquez,  p.  410-412.  Integration  of  a  center  pro- 
gram with  community  agencies,  by  William  F.  Stearns,  p.  413--415.  Rela- 
tionships of  rehabilitation  centers  to  referring  physicians,  medical  societies, 
medical  schools,  and  hospitals,  by  H.  Worley  Kendell  and  Joseph  N.  Schaef- 
fer,  p.  469—472.  Organization  and  administration  of  a  community  re- 
habilitation center,  by  Vivian  Shepherd,  p.  473-476. 

12.  U.  S.  Office  of  Vocational  Rehabilitation.    List  of  special  research  and  demon- 

stration projects  approved  under  Section  If  (a)  (1)  and  4  (&)  of  Public  laio 
565,  January  1955-Nov.  30,  1956.  November  1956.  13  p.  Mimeo.  The 
Office,  Washington  25,  D.  C. 

13.  The  following  bibliographies   and   checklists   are   among   those   that   have 

been  prepared  by  the  Library  of  the  National  Society  for  Crippled  Children 
and  Adults,  11  S.  La  Salle  St.,  Chicago  3,  111.,  and  are  available  without 
charge : 

Books  and  pamphlets  on  rehabilitation;  a  selective  checklist  of  pub- 
lications in  print.     Revised  June  1956.     13  p.  Mimeo. 
Sources  of  information  about  the  handicapped ;  a  guide  to  nontechnical 

publications.     Revised  July  1955.     21  p.     Mimeo. 
Recent  books  about  handicapped  persons;  a  checklist  of  popular  fiction 

and    biography   in    the   Library.     Revised    February    1957.     10    p. 

Mimeo. 
A  brief  list  of  publications  in  print  on  cerebral  palsy.     Revised  July 

1956.     14  p.    Mimeo. 
Employment  of  the  physically  handicapped ;  a  checklist  of  publications 

in  print.     Revised  August  1955.     10  p.     Mimeo. 
A  brief  checklist  of  available  publications  relating  to  architectural 

planning  for  the  physically  handicapped.     Revised  August  1955.    3  p. 

Mimeo. 
A   selected  list   of  periodicals   that  publish   articles   concerning   the 

handicapped.     Revised  June  1956.     8  p.     Mimeo. 

14.  Other  free  and  inexpensive  materials,  such  as  reprints,  leaflets,  annual  reports 

and  pamphlets,  are  available  from  time  to  time  from  individual  rehabilita- 
tion centers  and  national  agencies,  including  : 

Institute  for  the  Crippled  and  Disabled,  400  First  Ave.,  New  York  10, 

N.  Y. 
Institute  of  Physical  Medicine  and  Rehabilitation,  400  E.  34th  St., 

New  York  16,  N.  Y. 
Kessler   Institute   for   Rehabilitation,    Pleasant   Valley   Way,   West 

Orange,  N.  J. 
National  Society  for  Crippled  Children  and  Adults,  11  S.  La  Salle  St., 

Chicago  3,  111. 
U.  S.  Children's  Bureau,  Washington  25,  D.  C. 
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U.  S.  Office  of  Vocational  Rehabilitation,  Washington  25,  D.  C. 
U.    S.   Public   Health    Service,   Division    of   Hospitals   and   Medical 
Facilities,  Washington  25,  D.  C. 

15.  For    information    concerning    professional    periodicals,    see    below    under 

"National  Professional  Associations  and  Voluntary  Agencies." 

Audio-Visual  Aids 

16.  Rothstein,  Jerome  H.,  and  Thomas  O'Connor :  Fihns  for  the  handicapped. 

1955.  56  p.  International  Council  for  Exceptional  Children,  1201  Six- 
teenth St.  NW.,  Washington  6,  D.  C.  $1  (with  three  annual  supplements, 
$1.50). 

17.  U.  S.  Interdepartmental  Committee  on  Medical  Training  Aids.     Film  ref- 

erence guide  for  medicine  and  allied  sciences.  June  1956.  51  p.  (Re- 
vised semiannually.)  Card  Division,  Library  of  Congress,  Washington 
25,  D.  C.     45^. 

18.  International  Society  for  the  Welfare  of  Cripples.  Films  from  abroad.    1957. 

(Leaflet)  The  Society,  701  First  Ave.,  New  York  17,  N.  Y. 

National  Professional  Associations  and  Voluntary  Agencies 

19.  Listed  below  are  a  number  of  agencies  and  their  periodicals.     A  more  com- 

plete list  of  periodicals  is  available  from  the  Library  of  the  National  So- 
ciety for  Crippled  Children  and  Adults.      (See  13  above.) 

American  Association  of  Rehabilitation  Therapists,  9  Center  St.,  New 

Haven,    Conn.     American    Archives    of    Rehabilitation    Therapy. 

Quarterly.    $2  a  year. 
American  Congress  of  Physical  Medicine  and  Rehabilitation,  30  N. 

Michigan  Ave.,  Chicago  2,  111.     Archives  of  Physical  Medicine  and 

Rehabilitation.     Monthly.    $7  a  year  ($8,  Canada;  $14,  foreign). 
American   Heart   Association,    44  E.  23d    St.,   New   York   10,   N.   Y. 
The  American  Heart.     Quarterly.     Apply. 
Heart  Research  Neivsletter.     Quarterly.    Apply. 
Modern  Concepts  of  Cardiovascular  Disease.     Monthly.    Apply. 
American   Occupational   Therapy  Association,   33  W.  42d   St.,   New 

York  36,  N.  Y.     American  Journal  of  Occupational  Therapy.     Bi- 
monthly.   $5  a  year  ($5.50,  foreign) . 
American  Physical  Therapy  Association,  1790  Broadway,  New  York 

19,  N.  Y.     Physical  Therapy  Revieic.     Monthly.  $10  a  year   ($11, 

foreign). 
American  Public  Health  Association,  1790  Broadway,  New  York  19, 

N.  Y'.,  American  Journal  of  Public  Health.     Monthly.     $10  a  year 

($11,  foreign). 
American   Speech  and  Hearing  Association,   George  A.   Kopp,   Bus. 

Mgr.,  Speech  Clinic,  Wayne  State  University,  Detroit,  Mich.    Journal 

of  Speech  and  Hearing  Disorders.     5  issues   a  year.     $5  a  year 

$5.50  foreign). 
Arthritis  and  Rheumatism  Foundation,  23  W.  45th   St.,  New  York 

36,  N.  Y.     Bulletiti  on  Rheumatic  Disease.     9  issues  a  year.    Apply. 
Association  for  Physical  and  Mental  Rehabilitation,  1472  Broadway, 

New  York  86,  N.  Y.    Journal.    Bimonthly.    $5  a  year  ($5.50,  foreign) . 
International  Council  for  Exceptional  Children,  1201  16th  St.  NW., 

Washington  6,  D.  C,  Exceptional  Children.     8  issues  a  year,  $4  a 

year. 
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Muscular  Dystrophy  Associations  of  America,  1790  Broadway,  New 
York  19,  N.  Y.     Muscular  Dystrophy  Netcs.    Monthly.    Apply. 

National  Academy  of  Sciences-National  Research  Council.  Advisory 
Committee  on  Artificial  Limbs,  2101  Constitution  Ave.,  Washington 
25  D.  C,  Artificial  Limbs.     3  issues  a  year.     Apply. 

National  Foundation  for  Infantile  Paralysis,  120  Broadway,  New  York 
5,  N.  Y. 
National  Fotmdation  News.     Monthly.     Apply. 
The  Polio  Post.     3-5  issues  a  year.     Apply. 

National  League  of  Nursing,  2  Park  Ave.,  New  York  16,  N.  Y.  Nursing 
Outlook.    Monthly.    $4  a  year  ($4.50,  Canada;  $5,  foreign). 

National  Multiple  Sclerosis  Society,  270  Park  Ave.,  New  York  17,  N.  Y. 
AARMS  Forward.     Quarterly.     Apply. 

National  Paraplegia  Foundation  and  Paralyzed  Veterans  of  America, 
432  Fourth  Ave.,  New  York  16,  N.  Y.  Paraplegia  Neivs.  Monthly. 
$2  a  year. 

National  Rehabilitation  Association,  1025  Vermont  Ave.,  Washington 
5,  D.  C.  Journal  of  RehaMlitation.  Bimonthly.  $2  a  year  ($2.25, 
Canada  and  other  Americas;  $2.50,  foreign). 

National  Society  for  Crippled  Children  and  Adults,  11  S.  La  Salle  St., 
Chicago  3,  111. 

Bulletin.     Monthly.     Apply. 

The  Crippled  Child.     Bimonthly.     $3  a  year. 

RehaMlitation  Literature.     Monthly.     $1  a  year. 

National  Tuberculosis  Association,  1790  Broadway,  New  York  19, 
N.Y. 

Bulletin.     11  issues  a  year.     Apply. 
Rehabilitation  Events.     Quarterly.     Apply. 
TB  Abstracts.     Monthly,     xlpply. 

Orthopedic  Appliance  and  Limb  Manufacturers  Association,  411 
Associations  Bldg.,  1145  19th  St.  NW.,  Washington  6,  D.  C. 
Orthopedic  and  Prosthetic  Appliance  Journal.     Quarterly.     $4. 

United  Cerebral  Palsy  Associations,  369  Lexington  Ave.,  New  York 
17,  N.  Y.     VCP  Program  News.     Monthly.     Apply.        ^ 
20.  Other  agencies  and  other  periodicals. 

American  Journal  of  Physical  Medicine.  Williams  &  Wilkins  Co., 
Baltimore  2,  Md.  Bimonthly.  $5  a  year  ($5.25,  Canada;  $5.75, 
foreign ) . 

National  Association  of  Sheltered  Workshops  and  Homebound  Pro- 
grams, Membership  Chairman,  Mrs.  Evelyn  P.  Storer,  Sheltered 
Workshop  for  the  Disabled,  200  Court  St.,  Binghamton,  N.  Y. 
Newsletter  to  members.     Quartei'ly.     (Membership  fee,  $15  a  year.) 

National  Council  on  the  Psychological  Aspects  of  Disability,  Member- 
ship Chairman,  Robert  S.  Waldrop,  Chief,  Vocational  Counseling, 
U.  S.  Veterans'  Administration,  Washington  25,  D.  C.  Newsletter 
to  members.     Quarterly.     (Membership  fee,  $2  a  year.) 


Agencies  of  the  United  States  and  State  Governments 

21.  U.    S.    Veterans'    Administration.     Department    of    Medicine    and    Surgery. 
Physical   Medicine   and   Rehabilitation    Service.     Washington   25,    D.    C. 
Information  Bulletin.     Multilithed.     (Limited  distribution.) 
Program  Guide.     Multilithed.     (Limited  distribution.) 
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22.  U.  S.  Office  of  Vocational  Rehabilitation,  Washington  25,  D.  0. 

Rehabilitation  Service  Series.     Mimeo.     (Limited  distribution.) 

23.  U.  S.  Children's  Bureau,  Washington,  D.  C. 

Statistical  Series.     Multilithed.      (Limited  distribution.) 

Children.     Bimonthly.     $1.25  a  year   ($1.75,  foreign).     Order  from  U.  S. 

Superintendent  of  Documents,  Washington  25,  D.  C. 

24.  U.  S.  Public  Health  Service,  Washington  25,  D.  C. 

Public  Health  Reports.  Monthly.  $4.25  a  year  ($5,  foreign).  Order 
from  U.  S.  Superintendent  of  Documents,  Washington  25,  D.  C. 

Advanced  Training 

25.  Information  concerning  opportunities  for  advanced  training,  referred  to  in 

the  paper,  may  be  obtained  from  the  agencies  and  educational  institutions 
mentioned.  Their  addresses  have  been  listed  elsevphere  above.  The 
Personnel  and  Training  Service  of  the  National  Society  for  Crippled 
Children  and  Adults  issued  in  1956  the  two  directories  Scholarship  and 
Training  Opporttmities  and  Scholarships  and  Loans  for  Rehabilitation 
Careers. 


Recruiting  and  Placement 

26.  Inquiries  concerning  the  National  Personnel  Registry  and  Employment 
Service  of  the  National  Society  for  Crippled  Children  and  Adults  may  be 
addressed  to  Mr.  Raymond  L.  Kahn,  Director  of  Personnel  and  Training 
Service. 


Plant  and  Equipment 

27.  American    Hospital    Association.     Essentials    of    a    hospital    department: 

Physical    therapy.     1949.     37   p.     illus.     {M5-49)     The    Association,    18 
B.  Division  St.,  Chicago  10,  111.     $1.50. 

28.  American  Occupational  Therapy  Association.     Manual  on  the  organization 

and  administration   of  occupational  therapy  departments.     1951.     99  p. 
illus.     The  Association,  33  W.  42d  St.,  New  York  18,  N.  Y.     $1.75. 

29.  National  Society  for  Crippled  Children  and  Adults.     Cerebral  palsy  equip- 

ment.   1950.    268  p.     illus.     Looseleaf.     The  Society,  11  S.  La  Salle  St., 
Chicago  3,  111.     $5. 

30.  Institute  of  Physical  Medicine  and  Rehabilitation.     Self-help   devices  for 

rehabilitation.     1950   to    date.     7   parts.     Mimeo.     illus.     The   Institute, 
400  E.  34th  St.,  New  York,  N.  Y. 

31.  Rusk,  Howard  A.,  and  Eugene  J.  Taylor   (and  others).     Living  with  a  dis- 

ability.    1953.     207    p.     illus.     Blakiston    Div.,    McGraw-Hill    Book    Co., 
330  W.  42d  St.,  New  York  36,  N.  Y.     $3.50. 

32.  Lowman,    Edward   W.     Self-help   devices  for   the   arthritic.     1954.     123  p. 

illus.       {Rehab,    monograph    VI)     Institute    of    Physical    Medicine    and 
Rehabilitation,  400  E.  34th  St.,  New  York  16,  N.  Y.     $1. 

33.  J.  A.  Preston  Corp.,  175  Fifth  Avenue,  New  York  10,  N.  Y. 

34.  Rehabilitation  Equipment,  Inc.,  175  E.  83d  St.,  New  York,  N.  Y. 

35.  Rehabilitation    Products,    Div.    of   American    Hospital    Supply    Corp.,    2020 

Ridge  Ave.,  Evanston,  111. 

36.  Fascole  Corp.,  229  Fourth  Ave.,  New  York  3,  N.  Y. 
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The  Patient  as  the  Focus 
In  Center  Planning 


hy  HERMAN   K.   HELLERSTEIN,    M,  D. 

School  of  Medicine,,  Western  Reserve  University,  Cleveland, 
Ohio. 


Orientation  to  Total  Needs  of  the  Patient 

In  the  preceding  papers,  the  evolution  of  the  rehabilitation  center 
concept,  principles  of  total  rehabilitation,  and  the  general  problems  of 
the  establishment  of  community  rehabilitation  needs  and  resources, 
and  of  enlisting  support  for  the  center  program  in  the  community 
have  been  studied  in  great  detail.  At  this  time  it  is  appropriate  to 
focus  our  attention  from  general  to  specific  problems,  from  the  center 
to  the  patient  himself,  who  in  the  final  analysis  is  the  raison  d'etre 
of  rehabilitation  centers. 

The  design  of  the  rehabilitation  center  today  should  reflect  the 
change  in  the  thinking  and  attitude  of  medical  educators  to  the  study 
of  sick  and  healthy  patients.  In  the  past  too  much  attention  was 
paid  to  the  study  of  the  normal  and  abnormal  functions  of  the  com- 
ponent parts  of  the  body.  All  too  frequently  a  synthesis  was  lack- 
ing. With  the  development  of  dynamic  psychiatry  and  the  under- 
standing of  the  inter-reactions  of  the  mind,  emotions,  and  bodily 
changes,  and  their  definitions  in  terms  of  physiologic  and  biochemical 
reactions,  progressive  educators  have  innovated  a  "total  approach" 
to  the  patient.  In  our  new  curriculum  at  the  School  of  Medicine  of 
Western  Reserve  University  a  holistic  approach  has  been  developed 
with  emphasis  on  the  whole  patient,  his  psychologic,  somatic,  social, 
vocational,  and  other  needs,  and  on  the  disease  as  it  affects  the  whole 
person  as  well  as  a  specific  organ  system.  Treatment  of  the  patient 
with  an  acute  or  chronic  illness  is  directed  to  the  whole  patient  (his 
psyche  and  whole  body  in  addition  to  the  afflicted  organ),  and  to  the 
total  illness  (the  acute  illness,  convalescence,  and  recovery).  The 
goal  of  treatment  is  not  merely  survival  but  restoration  of  the  in- 
dividual to  society  at  a  level  of  maximum  attainment. 

With  the  orientation  of  medical  education  to  the  whole  person  and 
to  the  total  illness,  I  believe  that  the  orientation  of  rehabilitation 
should  be  similarly  directed.     The  term  "rehabilitation"  has  been  de- 
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fined  as  a  process  by  which  a  patient  is  returned  realistically  to  his 
maximal  physical,  mental,  social,  vocational,  and  economic  usefulness, 
and  if  employable,  is  provided  an  opportunity  for  gainful  employ- 
ment in  a  competitive  industrial  world.  Successful  rehabilitation  in 
this  modern  sense  would  ordinarily  not  be  obtained  in  the  many  cen- 
ters which  today  and  in  the  past  have  concentrated  their  attention 
on  a  specific  organ  dysfunction,  upon  physical  restitution  alone,  or 
upon  prevocational  vocational  rehabilitation.  While  the  results  of 
restricted  rehabilitation  have  been  valuable,  a  greater  attainment 
would  be  possible  if  the  psychologic,  social,  and  vocational  problems 
of  the  individual  patient  were  considered  and  handled  as  proficiently 
as  the  medical  problems. 

Successful  rehabilitation  thus  is  not  restricted  to  the  economic  or 
vocational  rehabilitation  alone ;  rather  it  is  the  complete  development 
of  a  pattern  of  living  which  enables  the  patient  to  enjoy  to  his  full- 
est, his  physical  and  mental  capacity  with  due  allowance  for  his  dis- 
ability. Rehabilitation  in  the  past  has  been  devoted  almost  exclusively 
to  patients  with  gross  physical  impairments.  Only  currently  has 
the  need  been  recognized  for  the  use  of  rehabilitation  services  for  the 
large  numbers  of  patients  with  "hidden"  diseases,  such  as  heart  dis- 
ease, metabolic  disturbances,  peptic  ulcer,  psychosomatic  disorders 
etc.  Rehabilitation  thus  deals  with  the  whole  patient,  the  total  ill- 
ness, and  the  full  gamut  of  diseases. 

To  qualify  as  a  rehabilitation  center,  a  program  with  comprehen- 
sive services  is  prerequisite.  Otherwise  an  organization  interested  in 
only  one  phase  of  rehabilitation  should  be  properly  designated  as  a 
rehabilitation  service.  Comprehensive  rehabilitation  is  particularly 
indicated  in  diseases  which  are  chronic  in  duration  or  whose  effects 
are  chronic,  i.  e.,  pulmonary,  cardiovascular,  central  nervous,  neuro- 
muscular, and  psychosomatic  diseases.  Most  patients  so  afflicted  need 
rehabilitation. 

The  process  of  comprehensive  rehabilitation  should  actually  begin 
at  the  moment  that  the  patient  is  first  stricken  with  the  disease  or  at 
least  at  the  time  when  he  is  over  the  acute  illness  to  the  point  of  being 
free  of  pain  and  out  of  the  life-endangering  stage.  Since  rehabilita- 
tion begins  at  the  moment  of  the  acute  illness,  it  is  desirable  that  a 
continuum  of  treatment  exists  throughout  the  acute  illness,  convales- 
cence, and  recovery  periods,  at  which  time  most  patients  are  apt  to  be 
referred  to  a  rehabilitation  center.  Ideally,  liaison  should  be  estab- 
lished by  the  rehabilitation  center  staff  with  the  patient  in  the  con- 
valescent period.  During  the  acute  and  convalescent  periods,  several 
disciplines  may  be  employed  before  referral  to  a  rehabilitation  center : 
medical,  psychiatric,  social  service,  occupational,  and  physical  ther- 
apy. Ideally  it  is  desirable  to  have  continuity  in  the  composition  of 
the  team  in  order  to  have  better  observations  of  the  patient  from  the 
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period  of  acute  illness  to  his  eventual  successful  rehabilitation.  The 
physical  and  professional  proximity  of  the  rehabilitation  center  to  the 
medical  environment  of  the  acute  and  convalescent  hospitals  enhance 
patient  care  and  interprofessional  communication  and  avoids  intel- 
lectual isolation. 


VALIDITY  OF  THE  NEED  FOR  COMPREHENSIVE  REHABILITATION 

In  an  experience  ^Yith  more  than  1,300  patients  at  the  Work  Classifi- 
cation Clinic  of  the  Cleveland  Area  Heart  Society,  the  staff  (social 
worker,  and  vocational  counselor) ,  and  I  as  cardiologist  have  been  im- 
pressed by  the  complexities  of  the  patient's  needs  at  the  time  of  the 
initial  evaluation.  Thirty  percent  required  vocational  guidance,  20 
percent  vocational  rehabilitation,  10  percent  physical  rehabilitation  to 
improve  work  tolerance,  8  percent  needed  avocational  guidance,  and 
80  percent  needed  emotional  and  intellectual  interpretation  and  sup- 
portive reassurance.  Approximately  11  percent  needed  more  medical 
therapy.  In  8  percent  formal  psychotherapy  was  indicated.  The 
nature  of  the  emotional  problems  will  be  discussed  later.  This  multi- 
plicity of  needs  is  not  restricted  to  patients  with  heart  disease.  The 
needs  are  quite  similar  in  patients  with  arthritis,  pulmonary  disease, 
neuromuscular  disorders,  etc. 

Because  of  the  complexity  of  the  needs  of  these  patients,  it  has  been 
apparent  that  the  management  of  the  majority  of  these  patients  by 
one  physician  or  one  discipline  has  been  and  would  be  inadequate. 
The  need  for  rehabilitation  exists  in  all  economic  groups,  and  in  mild, 
moderate  or  severe  cases.  In  general,  rehabilitation  centers  deal  with 
the  most  severely  handicapped  patient.  The  milder  cases  often  can 
be  handled  by  the  private  physician. 

The  need  for  comprehensive  rehabilitation  is  valid  because  the 
patient's  problems  are  multiple :  the  treatment  of  his  disease,  his  emo- 
tional reactions  thereto  and  therefrom,  his  family's  reactions  to  his 
reactions,  and  assistance  in  returning  to  the  world  of  work. 

While  it  is  true  that  specific  organ  rehabilitation  may  enable  the 
patient  to  return  to  work  on  his  own  initiative,  in  many  cases  this  is 
not  true. 


FACTORS  WHICH  DETERMINE  THE  SUCCESS  OF  REHABILITATION 

The  solution  of  the  patient's  needs  is  influenced  by  many  factors,  four 
of  which  will  be  considered. 
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1.  The  hasic  nature  and  clinical  course  of  the  primary  disease 

In  the  degenerative  and  chronic  inflammatory  diseases,  the  extent 
of  the  structural  involvement,  the  natural  course  of  disease,  and  extent 
of  functional  limitations  are  of  major  importance.  There  is,  however, 
considerable  variation  in  the  course  of  a  patient's  given  disease,  al- 
though in  general,  the  course  is  quite  predictable.  In  various  diseases, 
periods  of  exacerbations,  remissions,  and  intermissions  occur.  The 
treatment  of  complications  and  improvement  in  medical  and  surgical 
therapy  may  change  the  prognosis  startlingly,  viz,  as  occurred  in 
patients  with  bacterial  endocarditis  after  penicillin  became  available. 

2.  Emotional  factors 

Next  to  the  underlying  disease,  emotional  factors  have  been  next  in 
importance  in  40  to  60  percent  of  the  cases  with  heart  disease,  or  with 
pulmonary  or  other  diseases.  Much  of  the  emotional  difficulty  is  based 
upon  fear,  anxiety,  and  tensions  which  develop  in  previously  suscep- 
tible individuals.  Even  in  the  most  stable  person,  the  onset  of  heart 
disease  or  of  most  chronic  disabling  diseases  is  associated  with  periods 
of  anxiety  and  depression.  In  patients  with  cerebrovascular  accidents, 
the  effects  may  also  reflect  an  organic  deficit.  The  fear  of  death  is 
often  accentuated  by  newspapers  and  other  publicity  devoted  to  a 
specific  disease  and  by  the  economic  and  social  pressures  attendant  to 
the  development  of  the  disease.  The  fear  of  death  leaves  the  patient 
helpless  and  unable  to  work.  Frequently  he  is  overwhelmed  by  the 
fear  of  organic  or  economic  invalidism  or  of  sudden  death.  Later, 
emotional  problems  are  exaggerated  by  economic  and  social  pressures, 
separation  from  the  home  and  familiar  environment,  loss  of  income, 
financial  responsibility,  indebtedness,  mortgages,  the  burden  of  a 
family  of  growing  children,  and  by  the  needs  of  maintaining  a  certain 
standard  of  living.  Overreaction  of  the  family  to  the  patient  and  his 
reaction  to  the  illness  are  also  contributory. 

At  a  recent  conference  on  rehabilitation,  I  represented  the  emotional 
problems  of  the  patient  as  being  the  sum  of  three  factors:  (1)  the 
preillness  personality  of  the  patient;  (2)  the  personality  problems  of 
the  physician;  and  (3)  the  structural  and  functional  consequences 
of  the  organic  disease.  The  impact  of  the  disease  varies  with  the  pre- 
illness personality.  Thus,  the  patient  with  coronary  disease,  who,  I 
believe,  is  basically  an  insecure,  ambitious  and  aggressive  person, 
reacts  drastically  to  the  impact  of  his  disease,  more  so  than  does  the 
patient  with  mitral  disease,  whose  passive  personality  characteristics 
have  in  general  antedated  the  clinical  effects  of  rheumatic  disease. 
The  same  degree  of  restriction  may  be  intolerable  to  the  former  but 
not  to  the  latter  patient.  In  reference  to  the  personality  needs  of  the 
physician,  many  physicians  reflect  their  basic  insecurity  by  their 
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apparent  need  to  be  important  and  to  be  considered  infallible.  Many 
physicians  seem  to  over- dramatize  an  illness  to  the  patient  for  this 
reason  and  to  exaggerate  their  power  in  determining  life  or  death. 
Often  the  physician  finds  security  in  cultism,  such  as  restriction  of 
dietary  intake,  fat  intake,  cigarettes,  etc.  An  insecure  physician  feels 
impelled  "to  do  something"  and  justifies  his  imposition  of  a  fad  as 
being  scientific.  Generally  the  compliance  of  a  physician  with  current 
fads  is  often  passive,  due  to  fear  of  being  considered  outmoded. 

In  discussing  the  iatrogenic  disability  it  must  be  emphasized  that  the 
patient's  role  in  the  genesis  of  this  disability  is  considerable.  There 
is  often  a  purposeful  or  subconscious  garbling  or  misinterpretation  of 
the  physician's  remarks  or  attitudes  to  fulfill  what  the  patient  wishes 
to  hear,  a  form  of  selective  deafness  or  selective  miscomprehension. 
The  basic  disease,  such  as  heart  disease,  may  often  provide  a  strengthen- 
ing of  the  patient's  preillness  needs,  e.  g.,  an  excuse  to  withdraw  from 
life's  demands.  However,  the  physician's  role  is  considerable.  He 
may  be  unwittingly  careless  in  his  words  and  attitudes  and  manage- 
ment, and  contribute  to  the  patient's  disability.  Failure  to  initiate 
rehabilitative  measures  may  have  far-reaching  effects.  This  is  especial- 
ly true  in  patients  with  hemiplegia  or  paraplegia.  The  physician  may 
also  be  misinformed  about  the  natural  course  of  the  disease  and, 
being  deficient  in  modern  information,  restrict  the  patient  unneces- 
sarily or  grievously,  or  misinterpret  laboratory  procedures.  The 
physician's  contribution  to  the  patient's  disability  may  stem  from 
secondary  gains  (psychologic,  economic)  which  the  physician  derives 
from  the  patient's  continued  disability.  Quite  characteristically,  anx- 
ious physicians  have  anxious  patients.  For  the  physician,  the  gains  in 
creating  anxiety  and  disability  may  be  conscious  or  subconscious. 
The  physician  may  consider  the  terms  impairment  and  disability  to 
be  synonymous.  Legally  total  disability  means  the  inability  to  per- 
form a  previous  occupation.  The  physician  may  not  return  the  patient 
to  an  active  way  of  life,  because  of  fear  that  such  activity  might  re- 
sult in  a  death  claim  and  reflect  upon  his  practice.  Usually  however, 
the  physician  over-protects  the  patient  in  response  to  his  anxiety  and 
pressures  from  the  patient  and  his  family  or  employer.  Whatever  the 
cause  of  the  emotional  factors  they  are  profound  and  significant. 

At  the  time  that  the  patient  is  referred  to  the  rehabilitation  center, 
the  emotional  factors  have  assumed  a  primary  but  often  occult  role. 
A  casual  examination  by  a  physician  may  fail  to  reveal  the  profundity 
of  the  emotional  disorder  which  is  readily  detected  in  a  comprehensive 
rehabilitation  program.  While  8  to  10  percent  of  the  patients  will  re- 
quire formal  psychiatric  care  to  relieve  their  anxieties,  much  of  the 
emotional  anxiety  will  be  allayed  by  communication  between  the 
physician  and  the  patient,  interpretation,  reassurance  and  proper 
patient  education. 
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3.  Vocational  Factors 

Vocational  factors  include  such  features  as  age,  race,  previous  train- 
ing, literacy,  educational  background,  work  history,  and  work  per- 
formance, vocational  interests,  hobbies,  skill  levels,  and  job  oppor- 
tunities. The  stresses  of  travelling  to  and  from  a  job,  the  work  load 
imposed  by  walking  to  a  locker  room  or  place  of  employment  may  far 
exceed  the  energy  expenditure  required  to  perform  a  job.  Taxing 
features  of  a  job,  such  as  dust,  noise,  lifting,  and  incentive  production 
in  selected  instances  may  be  important.  Pension  plans  and  insurance 
disability  payments  also  may  modify  the  need  and  the  rate  of  re- 
habilitation. In  their  absence  the  urgency  of  rehabilitation  becomes 
even  greater. 

4.  Other  Diseases  of  Significance 

Other  diseases  of  significance,  such  as  diabetes  mellitus,  peptic  ulcer, 
gall-bladder  disease,  tuberculosis,  arteriosclerosis  of  other  organs,  or 
neoplasm  may  complicate  the  rehabilitation  of  a  patient  referred  to 
the  center  because  of  another  disorder. 

In  summary,  the  factors  of  importance  in  rehabilitation  include 
the  nature  and  course  of  the  underlying  disease,  the  emotional  factors, 
the  socioeconomic  factors,  the  vocational  factors,  and  the  presence 
of  other  diseases  of  significance. 


THE  TEAM  APPROACH 

In  the  chronic  illness,  particularly  one  which  can  potentially  ter- 
minate in  death,  the  complexities  of  the  patient's  needs  merit  team 
evaluation  and  treatment.  In  previous  discussions  the  validity  of  the 
team  approach  has  been  developed  and  described.  In  a  true  team  ap- 
proach the  various  members  have  equal  status  and  their  contributions 
are  considered  to  have  equal  significance.  In  the  use  of  the  multiple 
disciplines  there  is  bound  to  be  overlapping  of  the  scopes  of  the  various 
disciplines,  which,  I  believe,  tend  to  strengthen  rather  than  weaken 
their  analyses.  There  is  variation  in  the  importance  of  various  mem- 
bers of  the  team  at  different  times  of  the  patient's  rehabilitation,  and 
particularly  in  his  progress  through  a  rehabilitation  center.  For  a 
team  to  work  successfully  there  must  be  mutual  respect  and  a  high 
level  of  education  of  the  component  members.  While  the  general 
principles  and  attitudes  of  rehabilitation  are  applicable  in  all  diseases, 
knowledge  of  specific  aspects  of  organ  dysfunction  and  of  personality 
disorders  associated  with  these  organ  dysfunctions  is  prerequisite. 
Thus,  in  the  management  of  patients  with  neuromuscular  disease  or 
cardiovascular  disease,  it  is  essential  that  the  counselor,  social  worker, 

153 


and  occupational  therapist  have  the  benefit  of  additional  education 
and  knowledge  of  the  disease.  Equally  important  is  that  the  physician 
be  similarly  well-informed  about  the  disciplines  and  techniques  of 
his  team  members.  I  would  like  to  emphasize  the  importance  of  intra- 
team  education,  of  give  and  take,  and  the  need  for  continued  revision 
of  concepts  and  of  facts.  Needless  to  say  a  conglomeration  of  experts 
does  not  constitute  a  team.  In  the  functioning  of  the  team  it  is  im- 
portant that  there  be  personal  communication  among  the  members 
of  the  team  so  that  the  patient  is  considered  as  being  studied  dynam- 
ically in  the  same  time  reference. 


FACILITIES 

In  addition  to  a  team  of  experts,  facilities  are  required  in  order  to 
evaluate  realistically  and  to  treat  the  patient's  basic  needs. 


SOCIAL  SERVICE 

Evaluation  by  the  social  service  worker  should  be  routine  for  all  pa- 
tients regardless  of  economic  status.  Conferences  with  other  members 
of  the  family  and  visits  to  the  home  are  usually  indicated  in  order 
to  determine  the  economic  pressures  at  home,  the  reaction  of  the  pa- 
tient's family  to  his  illness,  and  the  reaction  of  the  patient  to  his  own 
illness.  After  an  evaluation  is  made  of  the  patient's  preillness  person- 
ality, his  temperament,  attitudes,  and  his  intellectual  and  emotional 
understanding  of  his  illness,  consultation  with  a  psychiatrist  should 
be  available  in  the  many  cases  where  indicated.  The  use  of  commu- 
nity facilities  and  economic  aid  may  be  necessary  in  a  significant  per- 
centage of  patients,  particularly  young  people  with  families. 


VOCATIONAL  COUNSELING  AND   GUIDANCE 

The  vocational  counselor  obtains  detailed  information  as  to  the  job 
liistory,  skills,  education,  work  attitudes,  personality  needs,  work 
motivation,  job  features,  and  demands,  transportation  problems,  and 
exact  details  of  the  present  and  last  employment.  Aptitude,  interest, 
and  abilities  tests  should  be  made  when  indicated.  However,  the 
vocational  counselor's  evaluation  is  inadequate  if  made  without  inte- 
gration and  correlation  with  the  findings  of  the  other  members  of  the 
team.     A  relatively  new  development  has  been  made — the  develop- 
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ment  of  ergonomics — which  deals  with  the  energy  requirements  of  jobs 
and  life  activities.  For  rational  gviidance,  the  energy  requirements 
of  a  job  and  the  energy  capacity  of  the  patient  should  be  known.  In 
several  centers,  the  response  of  the  patient  in  a  simulated  industrial 
work  situation  is  studied  before  recommendations  are  made.  Thus, 
the  vocational  counselor's  interests  today  include  testing  of  interests 
and  abilities,  observations  in  simulated  work  situations,  and  also  an 
evaluation  which  is  oriented  toward  the  science  of  ergometry.  The 
energy  requirements  of  the  job,  of  getting  to  the  job,  and  outside  the 
job,  are  related  to  the  measured  test  performance  of  the  patient. 


MEDICAL  FACILITIES 

The  physician  must  have  facilities  to  corroborate  and  to  continue  to 
evaluate  both  the  structural  and  functional  statuses  of  the  patient. 
Emphasis  should  be  placed  upon  the  function  of  surviving  tissue,  and 
proper  recognition  made  of  the  extent  of  the  impairment.  Complete 
medical  histories,  physical  examinations,  blood  and  other  studies 
should  be  obtained.  It  is  essential  that  the  function  be  determined 
dynamically  and  physiologically.  The  functional  capacity  of  the 
patient  with  heart  disease,  for  example,  can  be  measured  by  the  re- 
sponse to  an  energy  peak  load  of  approximately  8  calories  per  minute 
(Master's  two-step  test) .  The  response  to  sawing  of  wood,  climbing 
of  stairs,  weight  lifting,  etc.,  can  just  as  readily  be  evaluated. 


TREATMENT  AND  MANAGEMENT 

After  the  social,  psychiatric,  vocational,  and  medical  aspects  are 
assessed  and  deliberated,  recommendations  for  treatment  and  manage- 
ment should  be  made.  Treatment  should  be  prescribed  to  improve 
specific  organ  function ;  to  improve  total  body  function ;  and  to  relieve 
anxiety  and  to  help  the  patient  obtain  insight.  The  assumption  is 
made  that  the  optimum  therapy  has  been  prescribed  and  continued.  A 
rehabilitation  center  should  have  the  facilities  to  improve  specific  or- 
gan function,  such  as,  by  physical  therapy,  occupational  therapy, 
exercises,  etc. 

Relief  of  anxiety  and  insight  are  obtained  in  part  by  the  procedure 
of  evaluation  itself.  The  patient  should  be  helped  to  resolve  his  prob- 
lems and  particularly  to  unrestrict  or  to  release  the  ego  which  often 
is  constricted  by  the  impact  of  previous  disease.  The  team,  by  focusing 
on  the  subject,  by  its  interpretations,  by  the  prescription  to  exercise, 
and  by  the  restoration  of  the  patient  to  a  remunerative  work  status 
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is  often  successful  in  releasing  the  ego.  This  may  occur  in  several 
ways.  For  example,  the  beneficial  effect  of  recreational  activities  lias 
been  thought  in  the  past  to  be  purely  psychologic.  However,  recent 
evidence  points  to  a  physiologic  and  metabolic  influence  of  exercise 
upon  the  circulation  whether  it  be  to  the  legs  or  heait.  For  example, 
Doctor  Eckstein  of  Western  Eeserve  University  produced  variable 
degrees  of  coronary  stenosis  in  healthy  animals  and  later  exercised 
them  15  minutes  thrice  daily  for  5  days  a  week  for  a  period  of  6  weeks. 
Therewith  the  coronary  flow  increased  significantly.  This  improve- 
ment of  coronary  blood  flow,  and  more  recently,  the  reduction  of  the 
blood  cholesterol  by  exercise,  may  have  its  counterpart  in  explaining- 
why  the  physically  fit  and  vigorous  farmer  or  transit  worker  with- 
stands coronary  disease  better  than  his  inactive  counterpart.  Also  it 
may  explain  in  part  why  patients  who  have  been  exercised  in  a  con- 
trolled sheltered  work  environment  may  develop  a  better  circulation 
to  an  organ  which  has  previously  had  an  impaired  arterial  supply. 
Thus  reassurance  and  interpretation  which  enhances  the  patient  to 
assume  a  more  active  life,  may  have  far-reaching  effects,  both  chemi- 
cally, physically,  anatomically,  and  psychologically. 

To  relieve  anxiety  and  to  help  the  patient  obtain  insight  frequently 
requires  the  help  of  a  skilled  psychiatrist,  although,  in  the  majority  of 
instances,  formal  psychiatric  care  is  not  necessary.  To  help  the  patient 
to  recognize  the  nature  of  his  emotional  problems  is  to  help  him  to 
start  to  return  to  a  full  and  productive  life.  The  management  of  the 
patient  in  the  rehabilitation  center  by  the  very  nature  of  its  organi- 
zation, its  efficiency,  and  its  integration,  is  therapeutic  in  itself. 

After  the  patient  has  been  evaluated  and  after  therapy  has  improved 
his  ego,  specific  organ  function,  total  body  function,  and  has  relieved 
his  anxiety,  the  next  task  is  to  return  the  patient  to  work  or  its 
equivalent.  Work  motivation  should  have  been  stimulated  in  the  early 
management  of  the  patient.  Sometimes,  because  of  individual  varia- 
tion in  the  rate  of  recovery  from  disease,  work  motivation  may  be 
very  poor,  underdeveloped,  or  stifled. 

The  basic  problem  is  to  return  and  to  match  the  patient's  total 
capacity  with  the  demands  of  a  specific  job.  The  patient's  total  phy- 
sical capacity  should  be  evaluated  in  terms  of  his  ability  to  perform 
exercises  and  activities  with  average  energy  requirements.  Recom- 
mendations for  work  should  not  be  made  by  the  vocational  counselor 
alone  but  should  be  made  only  after  conference  with  the  center's  phy- 
sician, the  private  physician,  industrial  physician,  and  other  team 
members.  The  industrial  job  evaluation  considers  four  aspects:  (1) 
skill;  (2)  effort;  (3)  responsibility;  (4)  working  conditions.  To 
the  patient  with  heart  disease,  muscular  dysfunction,  or  skeletal- 
muscular  difficulty,  effort  in  working  conditions  is  of  primary  im- 
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portance.     Emotional  factors  wliicli  can  be  listed  under  the  category 
"responsibility"  also  play  an  important  role. 

Rehabilitation  centers  should  have  facilities  for  assessing  the  re- 
sponse of  the  patient  to  simulated  work  circumstances,  as  well  as  those 
for  physiologic  studies.  For  this  reason  the  Cleveland  Rehabilita- 
tion Center  now  has  developed  new  facilities  and  has  been  recently 
combined  with  a  vocational  guidance  bureau.  This  combination  re- 
flects the  new  thinking  in  rehabilitation.  With  hospitals  now  de- 
veloping extensive  departments  of  physical  medicine,  community  re- 
habilitation centers  are  now  better  able  to  provide  the  complex  range 
of  vocational,  psychologic  services  essential  to  a  comprehensive  pro- 
gram. Increased  emphasis  should  be  placed  upon  vocational  coun- 
seling, work  buildup,  and  work  classification.  Expanded  shelter 
workshop  facilities  should  be  a  part  of  a  new  program  and  are  pre- 
requisite for  a  rehabilitation  center. 


WORK  CLASSIFICATION 

The  effort  required  by  the  majority  of  possible  occupations  in  our 
generation  is  surprisingly  small  and  not  significantly  greater  than 
those  required  by  ordinary  home  activities.  Our  experience  with 
over  1,300  patients  at  the  Work  Classification  Clinic  of  the  Cleveland 
Area  Heart  Society,  and  our  current  on-the-job  studies  confirm  the 
fact  that  most  cardiac  patients  are  working  at  a  wide  variety  of  jobs 
without  evidence  of  undue  physiologic  stress  when  observed  under 
actual  conditions  and  followed  over  a  period  of  7  years.  A  specific  job 
description  should  be  obtained  by  the  vocational  counselor  and  con- 
firmed by  the  personnel  manager  or  other  representative  of  the  em- 
ployer. The  concept  of  a  specific  job  for  a  specific  illness  has  been 
found  to  be  invalid  because  there  are  so  many  variations  in  the  re- 
quirements of  the  same  job  in  the  same  plants  or  in  different  plants 
of  the  same  industry.  The  pattern  of  energy  expenditure  is  apt  to 
be  more  important  than  the  magnitude.  The  frequency  of  rest  pe- 
riods, pauses,  relief  of  boredom  are  important  factors.  In  attempting 
to  return  the  patient  to  work,  and  in  making  work  evaluations,  these 
factors  must  be  considered.  Comparative  studies  of  normals  and 
cardiacs  for  example  show  that  the  same  energy  is  required.  The 
total  energy  requirements  should  be  considered  in  making  work  rec- 
ommendations. 

The  energy  cost  of  basal  activity,  such  as  sitting  or  lying,  is  ap- 
proximately 1.25  calories  per  minute.  The  calorie  equivalent  of  oxy- 
gen is  4.8-5.0  calories,  i.  e.,  1  liter  of  oxygen  consumed  equals  4.8-5.0 
calories  of  heat  production.    A  patient  who  convalesces  from  an  ill- 
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ness,  who  finally  is  able  to  wash,  shave  and  dress,  uses  approximately 
3  calories  per  minute;  when  walking  around  the  block  he  uses  6.6 
calories  per  minute;  and  when  he  climbs  stairs  he  expends  as  much 
energy  at  home  or  in  the  rehabilitation  center  as  he  would  at  work. 
Kecognition  on  the  part  of  the  physician  of  the  relatively  high  cost  of 
such  simple  ordinary  activities  should  enable  the  rehabilitation  team 
to  advise  the  patient  to  resume  work  without  fear  of  overtaxing  the 
circulation  in  most  instances.  Objective  estimates  of  other  organs' 
reserve  should  be  made  when  indicated. 

The  patients  we  have  studied  in  the  past  Y  years  have  represented 
a  nonindigent,  highly  productive  working  population  with  stable 
work  background,  representing  the  real  world  of  work  in  Cleveland. 
These  patients  were  homeowners  and  substantial  citizens.  They  were 
skilled  and  semi-skilled  workers  and  represented  all  the  major  job 
categories.  There  is  every  reason  to  believe  on  the  basis  of  the  uni- 
formity of  success  in  work  classification  throughout  the  United  States 
that  this  technique  should  be  successful  when  applied  in  rehabilita- 
tion centers.  The  same  techniques  can  be  applied  equally  well  to 
patients  with  the  various  types  of  diseases  mentioned  above.  The 
basic  features  consist  of  the  team  approach,  the  total  evaluation  of  the 
patient,  and  the  analysis  of  the  total  energy  requirements  (work,  basal, 
and  recreational)  and  relating  these  to  the  patient's  response  to  ex- 
perimental and  other  tests. 

Facilities  should  be  available  after  the  prescription  for  work  to 
implement  the  recommendation  of  returning  the  patient  to  work. 
Such  organizations  as  Just-One-Break  (JOB),  and  the  use  of  com- 
munity facilities,  selective  placement  or  job  modification  may  be 
required  to  obtain  employment  for  the  patient. 


PATIENT  EDUCATION 

Throughout  the  management  of  the  patient  in  rehabilitation,  it  is  im- 
portant to  gain  the  patient's  confidence  and  to  inform  him  of  the 
method  of  study  and  the  reasons  therefor.  The  patient  should  be 
informed  of  the  nature  of  his  physical  disability.  Physiologic  and 
psychologic  concepts  should  be  discussed  as  well  as  the  nature  of  the 
healing  process.  The  rationale  of  restrictions  should  be  explained  in 
great  detail.  The  capacity  of  the  body  to  recuperate  and  the  limits  of 
functional  recovery  should  be  emphasized.  Articles  and  popular  lay 
writings  should  be  made  available  for  the  patient's  instruction.  The 
patient  should  be  informed  in  general  terms  of  the  plan  of  therapy, 
and  the  nature  of  his  underlying  disease.  A  concerted  effort  should 
be  made  by  the  staff  to  help  the  patient  develop  insight  into  his  dis- 

158 


ease  and  to  gain  a  receptive  mood  for  future  rehabilitation.  During 
the  process  of  explanation  and  education,  an  optimistic  mood  and  at- 
titude should  be  maintained.  The  staff  should  create  an  atmosphere 
to  encourage  the  patient  to  talk,  think,  and  act  constructively  about 
his  illness  and  to  participate  actively  in  his  own  rehabilitation.  When- 
ever possible,  a  period  of  passivity  should  be  abbreviated.  Through- 
out the  management  it  is  important  to  recognize  that  the  patient 
may  have  great  variations  in  moods  and  may  be  discouraged  at  times. 
Some  of  the  psychiatric  effects  of  the  illness  may  suddenly  become 
apparent  in  the  course  of  treatment  and  processing,  and  may  manifest 
themselves  in  the  form  of  anxieties,  depression  with  an  anxiety  re- 
gression, paranoia,  etc.  Throughout  the  management  at  the  rehabili- 
tation center,  the  emotional  status  of  the  patient  should  be  reevalu- 
ated. Misconcepts  may  have  caused  the  patient  to  consider  himself 
to  be  much  more  invalided  than  he  really  is.  These  misconcepts  should 
be  sought  out  and  corrected. 

Final  treatment  of  the  patient  and  the  ultimate  success  of  rehabili- 
tation is  the  return  of  the  patient  to  work.  In  the  adult  population  it 
is  likely  that  most  patients  after  being  rehabilitated  successfully  will  be 
able  to  return  to  their  former  occupation.  In  regard  to  the  cardiac 
patient,  over  80  per  cent  have  been  able  to  return  to  their  previous 
occupation.  In  the  patient  with  lung  disease  the  percentage  is  not 
quite  so  high  and  is  even  lower  in  patients  with  skeletal-muscular  dis- 
orders. After  selective  placement  is  obtained,  it  is  important  to  follow 
the  patient  through,  and  to  make  on-the-job  observations,  if  possible. 
We  have  found  it  extremely  valuable  to  reevaluate  the  patient,  particu- 
larly at  the  end  of  a  workday,  in  order  to  determine  the  tolerance 
of  the  subject  to  the  energy  requirements  of  the  job.  A  continuous 
program  of  evaluation  and  f  ollowup  is  necessary  in  order  to  determine 
the  efficacy  of  the  recommendations.  At  times  there  may  be  gains 
and  losses.  As  time  passes,  it  may  be  necessary  to  increase  or  decrease 
the  restrictions  of  some  patients.  Whenever  possible  restrictions 
should  be  moderate. 


SUMMARY 

To  recognize  the  extensive  needs  of  the  patient  with  chronic  illness,  to 
satisfy  them,  and  to  return  the  patient  to  a  full  life,  rehabilitation 
centers  require  comprehensive  facilities.  Multiple  disciplines  should 
be  focused  on  the  patient  in  order  to  perform  the  following  functions : 
(1)  to  evaluate  organ  dysfunction  functionally,  and  structurally;  (2) 
to  evaluate  psychologic,  social,  and  economic  factors ;  (3)  to  provide,  to 
supplement,  and  to  continue  treatment;  (4)  to  improve  function  by 
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physiotherapy,  occupational  therapy,  exercise,  and  the  use  of  shelter 
workshops;  (5)  to  evaluate  work  capacity  in  the  individual  in  physio- 
logic terms,  in  simulated  work  conditions,  and  later  in  a  real  work 
life;  (6)  to  return  the  patient  to  the  world  of  life  and  to  the  world  of 
work;  and  (Y)  to  follow  and  reevaluate  the  patient  periodically.  The 
principles  of  rehabilitation  are  general  and  nonspecific.  In  manage- 
ment of  patients  with  specific  disease  entities,  special  knowledge  of  the 
nature  of  the  disease  process  is  required. 

In  view  of  the  complexity  of  rehabilitation  there  is  a  need  for  team 
approach  in  order  to  integrate  multiple  disciplines:  medical,  social, 
psychiatric,  vocational,  occupational.  In  order  to  individualize  the 
patient's  needs  and  to  return  the  patient  to  his  greatest  physical, 
mental,  social,  vocational,  economic  usefulness,  and  to  return  him  to 
the  world  of  work,  it  is  necessary  to  have  a  well-integrated,  well- 
educated  team. 
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Sponsorship  and  Community 
Responsibility  for  the  Center 


'by  RUBY   C.    OSCARSON 

Director^  Rehabilitation  Center  for  tlie  Physically  Handi- 
capped^ Inc.^  Stamford^  Conn. 


KEHABILITATION  for  the  severely  handicapped,  by  its  very 
nature,  is  a  complex  procedure.  Services  in  the  medical,  social,  psycho- 
logical and  vocational  fields  are  included  in  total  rehabilitation  plan- 
ning. Many  disciplines^  and  specialties  may  be  involved,  making  it 
humanly  impossible  for  any  one  agency  or  individual  to  supply  all 
these  needs.  The  rehabilitation  center,  housing  a  major  portion  of 
these  services,  is  the  coordinating  unit  responsible  for  integrating  the 
other  community  services  required  by  the  handicapped.  The  utiliza- 
tion of  all  community  resources  will  give  the  disabled  person  the 
opportunity  of  developing  his  abilities  to  the  fullest,  both  in  terms  of 
needed  services  and  the  economical  use  of  time  in  accomplishing  his 
goal. 

A  procedure  such  as  this  requires  the  cooperative  working  relation- 
ship with  many  different  elements  in  the  community's  social  and 
economic  structure.  To  be  successful,  it  necessitates  joint  planning 
both  in  the  establishment  and  in  the  operation  of  the  center.  Much 
time  and  thought  should  be  spent  on  developing  these  relationships, 
as  "failure  to  draw  fully  upon  the  professional  and  other  community 
resources  can  dwarf  and  limit  the  center's  usefulness."     {If) 

Also,  centers  depend  directly  or  indirectly  upon  the  community 
for  the  continued  financing  of  its  program.  It  is  therefore  the  respon- 
sibility of  the  center  to  keep  the  public  informed  and  to  develop 
interest  in  rehabilitation  so  there  will  be  a  willingness  on  the  part  of 
the  citizens  to  underwrite  its  costs. 


SPONSORSHIP 

Many  centers  have  found  it  desirable  and  advantageous  to  affiliate 
with  a  sponsoring  agency.  National  health  agencies,  such  as  the 
National  Society  for  Crippled  Children  and  Adults,  Inc.,  have  been 
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active  in  this  field  and  liave  assisted  a  number  of  centers,  especially 
those  of  the  outpatient  community  type,  in  their  development. 
Others  have  found  it  expedient  to  become  a  member  of  a  local  organi- 
zation such  as  the  Community  Chest,  United  Fund,  etc. 

Most  of  the  centers,  while  they  sell  service,  cannot  operate  without 
additional  financial  help.  These  centers  serve  many  patients  who 
are  financially  unable  to  pay  the  costs  of  their  rehabilitation  services 
nor  is  any  agency  able  or  willing  to  underwrite  their  expenses.  Other 
means  must  be  sought  in  the  community  at  large  to  make  up  this 
deficit.  It  is  in  this  field  of  fund-raising  "know-how"  that  a  sponsor- 
ing agency  can  be  very  helpful.  An  organized  method  of  fund- 
raising  can  give  greater  security  to  a  program  as  there  will  be  more 
assurance  of  having  adequate  financial  support  for  its  development. 
It  leads  to  a  stronger  feeling  of  stability. 

Consultation  services  from  experts  in  the  broad  field  of  rehabilitation 
are  available  from  some  of  the  sponsoring  agencies.  Advice  from  those 
who  have  had  experience  may  be  had  in  working  through  many  prob- 
lems which  arise  in  the  establishment  and  expansion  of  a  center's 
program.  Many  mistakes  may  be  avoided  through  this  help  rather 
than  having  to  resort  to  the  trial  and  error  method  which  is  not  only 
discouraging  but  may  be  very  costly  in  terms  of  time,  energy,  the 
effect  on  the  patient,  and  rapport  with  the  community. 

Some  of  the  sponsoring  agencies  also  supply  their  aifiliates  with 
many  types  of  literature  such  as  pamphlets,  bulletins,  newsletters,  etc. 
All  of  these  are  means  of  keeping  abreast  with  the  rapidly  developing 
field  of  rehabilitation  in  its  many  phases. 

More  intangible,  but  nevertheless  important,  are  the  benefits  de- 
rived from  being  a  part  of  a  large  "family,"  all  the  members  of  which 
are  striving  toward  a  common  goal.  It  offers  the  opportunity  of  meet- 
ing with  others  who  have  similar  interests  and  exchanging  ideas.  It 
fosters  growth  through  the  sharing  of  experiences  and  an  opportunity 
for  comparing  the  effectiveness  of  your  center's  program  with  the  ac- 
complishments of  similar  programs. 

Integration  of  Center's  Program  Among  Existing  Resources 

When  the  establishment  of  a  center  is  contemplated,  it  has  been  cus- 
tomary to  set  up  a  Preliminary  Committee  to  investigate  pertinent  de- 
tails concerning  existing  community  resources  and  to  assemble  this 
information  for  study.  Following  careful  study  these  questions  should 
be  asked : 

1.  Does  the  community  need  a  rehabilitation  center  ? 

2.  Are  there  enough  citizens  sufficiently  interested  to  give  time  and 
energy  to  develop  and  to  carry  on  the  program  ? 

3.  Is  the  community  willing  to  finance  the  program  ? 
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There  must  be  affirmative  answers  to  each  of  these  three  questions 
before  action  is  taken  to  establish  a  center  if  it  is  to  be  a  successful,  re- 
warding venture. 

Since  it  is  essential  that  the  center's  program  be  integrated  among 
existing  community  resources,  it  is  well  to  keep  in  mind  several  basic 
purposes  or  goals  in  developing  these  relationships.  These  goals 
were  ably  stated  in  the  report  of  the  Committee  on  Community  and 
Professional  Relationships  at  the  first  National  Conference  of  Rehabil- 
itation Centers.  The  purposes  of  community  and  professional  rela- 
tions are  to  assist  in : 

1.  Developing  the  basic  concept  of  rehabilitation  in  the  community  and  the 
concept  that  the  rehabilitation  center  is  a  community  service  and  usually  gives 
unduplicated  services. 

2.  Developing  public  interest,  understanding  and  support. 

3.  Developing  patterns  of  constructive  cooperative  effort  on  rehabilitation 
projects. 

4.  Developing  integration  of  the  various  disciplines  and  of  public  and  private 
agencies  into  an  overall  community  planning  of  services  for  the  disabled. 

5.  Developing  a  sense  of  responsibility  on  the  part  of  the  community  for  absorp- 
tion of  the  disabled  into  the  full  life  of  the  community.  (^) 

The  development  of  a  center  is  an  exercise  in  community  cooperative 
planning  and  action  among  all  professions,  agencies  and  civic  groups. 
Sound  working  relationships  should  be  developed  and  maintained. 
It  is  valuable  to  secure  the  endorsement  and  continued  support  of  the 
community  coordinating  and  planning  agency.  This  would  be  the 
Council  of  Social  Agencies,  or  its  counterpart.  Through  this  source 
member  agencies  may  be  made  aware,  in  the  initial  stages  of  the  center, 
of  the  proposed  rehabilitation  program  and  the  role  the  center  will 
play  in  the  future. 

Participation  in  Community  Planning 

As  the  center  grows,  it  should  become  an  active  member  of  commu- 
nity planning  groups  and  participate  in  community  activities  directed 
toward  the  improvement  of  its  health  and  welfare.  It  should  be  con- 
stantly vigilant  for  means  of  developing  more  effective  and  sounder 
inter-agency  relationships. 

The  foundation  of  successful  program  development  rests  on  the 
type  of  working  relationships  developed  with  the  medical  societies, 
medical  specialty  groups,  professional  groups,  and  the  community. 

Advice  and  assistance  should  be  sought  from  the  medical  profes- 
sion. Beginning  with  the  planning  stage  their  interest  should  be 
engendered  in  order  that  they  will  take  an  active  part  and  will  share  in 
the  responsibility.  They  are  a  vital  member  of  the  rehabilitation 
team.    "There  is  no  phase  of  rehabilitation  which  is  completely  re- 
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moved  from  the  medical  problem  requiring  the  judgment  of  the 
physician  (1)." 

Help  and  guidance  from  the  various  professional  groups  is  essential 
both  in  the  planning  and  the  operation  of  the  center.  They  will  assist 
in  developing  smooth  working  procedures  and  will  help  establish 
channels  for  the  free  flow  of  information  which  is  necessary  if  the 
center's  services  are  to  be  integrated  with  those  of  other  community 
resources.  Some  centers  have  found  it  helpful  in  the  formative  period 
to  have  a  case  committe  with  representation  from  community  agencies. 
This  committee  offers  an  excellent  opportunity  not  only  for  develop- 
ing the  previously  mentioned  working  procedures  and  channels  of 
information  but  also  for  developing  mutual  knowledge  of  the  partici- 
pating agencies — their  programs  and  their  personnel. 

Essential  Contacts  and  Relationships 

Contacts  should  be  made  with  local  and/or  state  chapters  of  national 
health  agencies  interested  in  rehabilitation  and  worwing  relationships 
should  be  established.  These  include  the  National  Society  for  Crip- 
pled Children  and  Adults,  the  National  Foundation  for  Infantile 
Paralysis,  the  American  Heart  Association,  and  the  National  Tuber- 
culosis Association,  to  name  a  few.  Working  jointly,  better  services 
may  be  effected  through  mutual  development  of  program  with 
economy  of  professional  personnel. 

There  are  a  large  number  of  existing  community  groups  who  are 
not  only  in  a  position  to  help  the  center  but  are,  in  many  instances,  also, 
anxious  to  give  their  assistance.  These  include  commerce  and  in- 
dustry, and  labor  groups,  as  well  as  religious,  civic,  service  and  fra- 
ternal groups.  Such  a  group  may  be  interested  in  buying  a  piece  of 
equipment,  or  helping  with  fund  raising,  or  giving  a  party  for  the 
patients,  or  any  one  of  many  other  ways  in  which  they  may  contribute 
according  to  the  interest,  talent,  and  means  of  the  organization.  Not 
infrequently  individual  contacts,  made  through  these  groups,  later 
become  volunteers  or  board  members. 

In  order  to  develop  sustaining  interest,  relationships  with  these 
many  community  resources  must  be  warm  and  intimate.  The  groups 
and  individuals  must  have  the  feeling  of  being  an  integral  part  of 
the  planning,  promotion  and  progress — so  they  will  unconsciously 
refer  to  it  as  "our  "rehabilitation  center.  There  should  be  a  friendly 
cooperative  attitude  with  the  genuine  sharing  of  information.  Plans 
and  procedures  should  be  reviewed  and  evaluated  periodically.  Tele- 
phone conversations  are  an  excellent  m^eans  of  keeping  the  channels 
of  information  open  and  moving  and  are  a  great  timesaver,  but  face- 
to-face  consultations  have  proved  more  effective  and  should  be  re- 
sorted to  as  frequently  as  possible. 
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The  following  is  a  list  of  existing  resources  found  in  the  average 
community.  It  is  adapted  from  the  "Guide  to  Development  of  Care 
and  Treatment  Programs  for  Easter  Seal  Societies."  (3) 


1.  Professional  Groups 

d.  Vocational  Rehabilitation 

a.  Medical 

e.  State  Employment  Service 

b.  Nursing 

f.  Recreation  Commission 

c.  Social  Service 

g.  Division  of  Mental  Health 

d.  Physical,     Occupational, 

and 

3.  Voluntary  Agencies 

Speech    and     Hearing 

a.  Private    health    and    welfare 

Therapy 

agencies. 

e.  Special  Education 

b.  National   health    and    welfare 

f.  Psychology 

agencies 

g.  Vocational  Counselling 

4.  Community  Groups 

h.  Recreation 

^           a.  Commerce  and  industry 

2.  Public  Agencies 

b.  Religious  groups 

a.  Health 

c.  Labor  groups 

b.  Welfare 

d.  Civic,    service    and    fraternal 

c.  Education 

groups 

ORGANIZATION  TO  ASSURE  COMMUNITY  SUPPORT 

To  be  assured  of  community  support  there  must  be  integration  of 
activities  within  the  center  itself.  The  community  must  have  a  feel- 
ing of  confidence  that  the  facility  is  being  carefully  managed  and  the 
policies  which  have  been  established  are  fulfilling  the  needs  of  the 
handicapped. 

The  Board  of  Directors 

Most  centers  are  governed  by  a  Board  of  Directors  or  Trustees 
which  determines  the  policies  and  is  responsible  for  raising  the  money 
to  pay  for  a  major  portion  of  the  services  rendered  by  the  center.  Use 
of  Boards  varies,  however,  between  the  different  types  of  rehabilita- 
tion centers,  and  to  some  degree  between  those  located  in  large  and 
small  communities.  It  appears  that  Boards  of  community  centers 
play  a  more  active  part  than  do  Boards  of  other  types  of  centers.  The 
following  discussion  applies  directly  to  the  community  center  Board 
of  Directors  although  portions  of  it  may  apply  equally  well  to  other 
types  of  centers. 

The  Board  of  Directors  can  be  the  center's  best  source  of  interpre- 
tation of  its  program  to  the  community.  If  a  member  is  conscientious 
about  his  responsibility,  which  is  important  if  he  is  to  make  intelligent 
decisions  on  policies,  he  will  learn  to  know  a  great  deal  about  the 
problems  resulting  from  disability,  the  available  resources  for  the 
handicapped  in  the  community,  the  scope  and  limits  of  the  center's 
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program,  and  most  of  all  lie  will  learn  to  know  some  of  the  patients  at 
the  center  and  their  accomplishments.  Being  a  part  of  the  working 
structure  and  being  convinced  that  the  rehabilitation  program  is  ful- 
filling a  specific  need  in  the  community,  he  will  be  able  to  relate  and 
interpret  the  work  to  his  friends  and  acquaintances  in  a  truly  convinc- 
ing manner. 

It  appears,  then,  that  it  is  highly  desirable  to  develop  a  working 
board  composed  of  members  who  will  have  sustained  interest  and  who 
will  give  generously  of  their  time  and  talents.  Working  boards  are 
usually  large  boards  displaying  a  great  deal  of  energy  and  enthusiasm. 
Each  member  assumes  his  delegated  responsibility  as  he  knows  the 
board  is  depending  upon  him  to  produce.  He  has  the  feeling  that 
what  he  is  doing  is  vital — that  the  welfare  of  the  organization  is  in 
his  hands. 

The  rotating  type  of  board  is  the  choice  of  most  centers.  It  offers 
the  opportunity  for  a  continuous  supply  of  new  members  who  bring 
with  them  new  ideas  and  a  new  approach  to  the  problems  at  hand.  As 
the  center  grows,  it  may  be  faced  with  the  situation  in  which  it  would 
like  to  elect  new  members  to  the  board,  but  it  does  not  want  to  lose  the 
help  and  support  of  a  member  who  has  been  depended  upon  for  his 
valuable  services  and  who  is  willing  to  continue  being  active.  This 
situation  may  be  alleviated  by  changing  the  bylaws  to  give  a  vote  to 
each  officer  and  committee  chairman  as  well  as  to  the  elected  members. 

The  Nominating  Committee  has  a  very  heavy  responsibility  in  the 
careful  selection  of  new  board  members.  There  should  be  cross  sec- 
tion representation  of  the  community.  Prospective  members  should 
be  contacted  in  advance  to  ascertain  whether  they  will  have  the  time 
and  whether  they  will  assume  delegated  responsibilities.  It  is  impor- 
tant that  the  proposed  board  member  will  work  well  with  the  active 
board  members  for  the  center's  purpose  of  helping  the  handicapped. 
There  is  no  place  for  "prima  donnas"  or  for  a  person  who  wants  to 
be  on  the  board  for  social  gains. 

The  President 

The  duties  of  the  president  are  many  in  organizing  and  coordinating 
the  work  of  the  board.  It  takes  a  tremendous  amount  of  time  setting 
up  the  organization  for  the  smooth  functioning  of  many  committees 
and  following  through  on  the  details  which  assure  this  smooth  func- 
tioning. As  a  rule  most  active  business  men  are  not  in  a  position  to 
give  this  kind  of  time  to  an  organization ;  however,  they  are  willing  to 
assist  to  a  lesser  degree.  There  is  merit,  then,  in  having  a  woman 
president  who  has  the  capabilities  and  the  time  for  directing  this  kind 
of  program,  who  will  be  able  to  follow  through  on  the  many  small 
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details  and  when  tliey  are  assembled,  take  them  to  the  male  members 
of  the  board,  who  are  specialists  in  their  fields,  for  expert  advice  and 
guidance. 

Committees 

Committees  are  very  active  on  a  working  board.  Eesponsibility  is 
delegated  to  the  committees  and  details  of  the  problems  are  investi- 
gated in  advance  of  the  board  meeting.  This  saves  Board  time  and 
the  Board  is  able  to  arrive  at  its  decision  on  the  basis  of  the  presenta- 
tion of  the  committee  chairman.  Some  centers  find  it  expedient  to 
have  Advisory  Committees  who,  as  the  name  implies,  advises  the  Board 
but  are  not  a  part  of  the  Board. 

The  time  and  place  of  the  Board  meeting  may  have  a  bearing  on  the 
"sustained"  interest  of  its  members.  One  center  found  that  having  a 
monthly  luncheon  at  the  center  has  brought  gratifying  results.  It  was 
one  way  of  making  certain  Board  members  would  visit  the  facility  at 
least  once  a  month.  The  members  had  to  eat  lunch  somewhere  and 
many  preferred  to  take  a  little  extra  time  at  noon  rather  than  arrang- 
ing time  for  a  meeting  in  the  late  afternoon  or  evening.  With  meetings 
starting  and  ending  promptly,  they  were  able  to  arrange  their  time 
accordingly.  The  luncheon  period  also  offered  the  Board  members 
an  opportunity  to  learn  to  know  one  another  better ;  it  developed  a  feel- 
ing of  unity  within  the  group.  Lack  of  a  cafeteria  or  dining  room 
within  the  center  does  not  need  to  be  a  deterrent  to  this  type  of  meeting. 
A  Board  Luncheon  Committee  can  be  set  up  whose  function  will  be  to 
prepare  the  food  at  home  and  serve  it  at  the  meeting.  All  that  is  re- 
quired is  a  room  large  enough  to  serve  the  group.  Good  food  can  also 
be  an  added  inducement  for  attending  the  meeting. 

Another  way  the  Board  can  interpret  the  use  of  the  center  to  the 
community  is  through  the  inclusion  of  Junior  Board  members. 
Through  arrangements  with  the  local  high  school  administrators,  a 
representative  can  be  appointed  annually  by  its  student  council.  The 
Junior  Board  members  attend  all  meetings  and  are  full  voting  mem- 
bers. The  center  benefits  by  having  the  opportunity  of  having  its 
program  interpreted  to  the  high  school  students  by  the  Junior  Board 
members.  The  center  also  benefits  by  having  the  thinking  of  the 
young  adult  citizens.  They  also  assist  in  fund  raising  projects.  And, 
it  offers  a  valuable  tool  for  recruitment  of  future  therapy  students- 
Board  and  Staff  Relationships 

A  working  board  welcomes  staff  participation  in  its  meetings.  Rota- 
tion of  attendance  furnishes  an  excellent  opportunity  for  Board  mem- 
bers and  staff  to  become  better  acquainted.  The  attending  staff  mem- 
ber may  give  a  report  on  his  department's  program  or  on  a  professional 
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meeting  lie  lias  attended.  This  type  of  information  will  enhance  the 
Board's  knowledge  of  rehabilitation.  The  staff  member,  on  the  other 
hand,  has  a  keener  understanding  and  appreciation  of  the  scope  of 
activity  and  the  type  of  problem_s  which  must  be  considered  by  the 
Board.  It  engenders  the  feeling  of  everyone  working  together  toward 
a  common  goal. 

Another  method  of  sustaining  interest  is  by  keeping  the  Board 
members  informed  of  the  center's  activities,  program  development, 
relationships  with  the  community,  etc.  This  can  be  done  by  an  oral 
program  report  by  the  director  at  the  monthly  meeting.  It  is  well  to 
include  a  human  interest  story  in  this  report,  such  as  some  patient's 
accomplishment  during  the  month.  The  Board  member  will  remember 
a  story  such  as  the  details  leading  up  to  the  selective  placement  of  a 
severely  handicapped  person  in  a  job,  while  he  is  less  apt  to  remember 
facts  and  figures.  It  also  offers  the  occasion  for  continuous  education 
of  the  Board  in  the  many  phases  of  rehabilitation.  This  same  monthly 
report,  in  written  form,  can  be  sent  to  the  absent  Board  members. 

Volunteers 

Most  community  centers  use  volunteers  in  their  programs.  While 
they  are  rendering  a  valuable  service  within  the  center  they  are  learn- 
ing first  hand  about  the  handicapped,  his  problem,  his  needs  and  his 
rehabilitation  program.  From  this  knowledge  and  interest,  the  volun- 
teer is  in  an  excellent  position  to  relate  to  the  community  the  problems 
of  the  disabled  and  the  goals  of  his  rehabilitation  program.  Since 
most  volunteers  usually  work  but  a  half  or  a  full  day  a  week  they  have 
little  opportunity  of  observing  the  center's  overall  operation.  Effort 
should  be  made  to  keep  them  informed  about  the  total  program.  One 
method  of  doing  this  is  by  mailing  them  a  copy  of  the  director's 
monthly  program  report. 

The  Patient  and  His  Family 

The  patient  and  his  family  can  be  the  center's  strongest  supporters  if 
they  are  satisfied  with  the  services  received.  Much  will  depend  upon 
the  administrative  practices  within  the  center.  Careful  attention 
must  be  given  to  developing  and  maintaining  clear-cut  intake  policies. 
If  a  handicapped  person  is  not  eligible  for  the  center's  program  there 
should  be  an  adequate  referral  service  to  direct  him  to  the  proper 
source  for  assistance.  It  is  helpful  to  the  patient,  on  admission,  to  have 
a  printed  description  of  the  services  so  he  can  better  understand  its 
comprehensiveness  and  how  he  fits  into  the  program.  The  patient 
should  have  a  chance  to  speak  for  himself  when  his  rehabilitation  plans 
0  re  being  made ;  he  should  thoroughly  understand  and  approve  of  the 
program  which  is  developed  for  him.     The  patient  does  his  best  when 
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there  is  a  friendly,  cooperative  atmosphere  in  the  center  and  he  knows 
that  the  staff  is  interested  in  him  as  a  person.  A  careful  follow- 
up  program  should  be  part  of  the  administrative  practices. 

Staff 

Satisfied  staff  members  can  be  one  of  the  center's  strongest  allies  in 
the  interpretation  of  its  services  both  to  the  patient  and  to  the  public. 
Again,  the  standards  of  administrative  practices  are  important.  Care- 
ful attention  should  be  given  to  personnel  standards,  policies  and 
practices.  A  democratic  and  permissive  atmosphere  must  be  estab- 
lished which  will  allow  for  the  free  exchange  of  ideas  and  professional 
growth.  The  team  concept  should  be  developed  so  there  is  mutual 
understanding  of  the  contribution  each  staff  member  has  to  offer  and 
the  equal  importance  of  his  contribution  in  total  rehabilitation  plan- 
ning. Communication  is  the  key  to  integration  and  there  should  be 
a  free  flow  of  information.  Staff  members  should  be  kept  informed 
about  current  activities  within  the  center  and  those  in  the  community 
which  have  a  bearing  on  the  center's  program.  When  program  ex- 
pansion is  contemplated,  the  staff  should  have  the  opportunity  to 
share  in  the  planning. 

Public  Relations 

All  the  contacts  which  the  community  has  with  the  center's  representa- 
tives result  in  good  or  bad  public  relations.  It  is  naturally  the  desire 
of  the  center  to  develop  good  public  relations  and  this  requires  con- 
stant, watchful  effort.  The  manner  in  which  the  telephone  is  ans- 
wered can  make  a  friend  or  create  an  unfavorable  impression.  Staff 
personnel  should  be  friendly  and  accessible.  Recognition  should  be 
given  to  groups  and  individuals  for  their  contribution  whether  they 
be  in  the  form  of  service,  equipment,  money,  etc.  Credit  should  be 
given  to  other  agencies  and/or  individuals  for  their  work  in  rounding 
out  the  patient's  rehabilitation  needs  beyond  the  confines  of  the 
center.  Proper  clearance  should  be  obtained  from  the  family,  the 
physician,  or  the  agency  involved  when  a  patient  is  used  in  a  demon- 
stration project  for  publicity  or  public  education.  Careful  considera- 
tion must  be  given  to  all  information  which  is  to  be  released  as  to  its 
accuracy  and  appropriateness.  Above  all,  the  dignity  of  the  patient 
must  be  maintained  in  the  release  of  all  information. 

Public  education  and  publicity  directed  toward  the  enlightenment  or 
keeping  the  community  informed  should  be  carefully  planned.  It 
should  be  done  on  a  year-round  basis  and  not  left  for  a  concentration  of 
effort  at  fund-raising  time. 

In  some  centers  publicity  is  the  responsibility  of  a  staff  member  while 
in  other  centers  it  is  handled  by  a  Board  committee.    Regardless  of  how 
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it  is  managed  it  is  wise  to  establish  a  calendar  of  publicity  releases  so 
these  releases  will  appear  in  a  systematic  manner  throughout  the  year. 
Yearly  events  which  make  newsworthy  copy,  such  as  National  Employ 
the  Handicapped  Week,  the  summer  camping  programs,  etc.,  should 
be  listed.  These,  plus  the  unexpected  stories  which  will  arise,  will  as- 
sure a  regular  flow  of  news  articles  to  the  local  papers. 

Publications  are  a  useful  means  of  disseminating  information.  The 
center  may  have  several  different  types  of  publications  depending  upon 
how  the  literature  is  to  be  put  to  use.  A  pamphlet  containing  the  cur- 
rent information  about  the  center's  objectives,  services,  its  policies 
and  program  may  be  prepared  for  distribution  to  the  patients.  Some- 
times the  information  in  this  type  of  pamj)hlet  is  too  detailed  to  be 
used  for  general  distribution  to  visitors  and  another  brochure  is  pre- 
pared for  this  purpose.  Printed  annual  reports  should  be  interesting, 
understandable  and  factual  so  as  to  give  a  clear  picture  of  the  center's 
program.  A  few  centers  publish  newsletters  or  bulletins  while  others 
prepare  educational  material  mainly  for  patient  and  family  consump- 
tion. Some  centers  also  prepare  professional  literature  but  this  is 
more  apt  to  be  the  case  if  the  center  is  participating  in  a  research 
project.  Many  times  it  is  possible  to  have  a  story  about  the  center  in 
magazines,  pamphlets  or  newsletters  sponsored  by  other  groups  such 
as  civic  clubs  and  business  and  industrial  associations. 

In  the  audio-visual  field  the  radio  still  appears  to  be  the  means 
through  which  the  center's  story  can  be  brought  before  the  public  most 
frequently.  Television,  while  being  an  excellent  medium,  is  less  avail- 
able. Slides,  motion  pictures  and  film  strips,  especially  those  taken  at 
the  center,  can  be  extremely  helpful  when  used  in  connection  with  ad- 
dressing groups  about  the  work  at  the  center. 

The  center  should  avail  itself  of  the  opportunity  of  telling  its  story 
about  its  work  with  the  handicapped  to  as  many  groups,  large  and 
small,  as  frequently  as  possible.  A  Speakers  Bureau  can  be  developed 
by  the  Board  of  Directors  so  the  speaking  engagements  will  be  divided 
among  a  group  of  people. 

Demonstrations  have  proved  to  be  very  successful  way  to  show 
the  actual  work  done  at  the  center.  This  method  is  most  frequently 
used  with  medical  and  health  groups  and  to  a  lesser  degree  with  lay 
groups.  Care  must  be  taken  in  the  manner  of  presentation  so  as  not 
to  give  the  impression  of  exploitation  of  the  patients. 

Exhibits  can  be  very  effective.  These  displays  can  be  used  in  con- 
nection with  medical  meetings  or  at  cooperative  meetings  with  other 
health  and  rehabilitation  groups.  Displays  may  also  be  used  in  store 
windows,  etc.,  during  fund-raising  time. 

All  the  f  orementioned  methods  of  organizing  to  secure  community 
support  are  excellent,  but  to  paraphrase  an  old  saying.  "One  look  is 
worth  ten  thousand  words."    Visitation  to  the  center  should  be  en- 
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couraged — both  group  and  individual.  A  committee  can  be  set  up 
by  the  Board  of  Directors  to  handle  this  phase  of  the  program  so 
the  responsibility  will  not  fall  on  the  staff  members  and  thereby 
take  them  away  from  their  direct  responsibility  of  working  with  the 
patients.  Groups  to  be  considered  are  student  groups  (nursing,  ther- 
apy, special  education,  public  school,  etc.),  youth  organizations 
(Scouts,  Sunday  school  classes,  etc.),  civic,  religious,  and  fraternal 
groups,  professional  groups  and  labor  groups.  "Open  House,"  or  hav- 
ing the  center's  program  in  action  on  a  designated  evening,  gives  citi- 
zens who  are  unable  to  visit  during  the  day  a  chance  to  observe  the 
activities  carried  on  in  the  center. 


CONCLUSION 

The  success  of  a  center  depends  upon  its  ability  to  integrate  its  services 
within  the  community  and  within  itself.  Sound  working  relation- 
ships established  with  the  medical  groups,  medical  specialty  groups, 
professional  groups  and  the  community  lay  the  foundation  for  suc- 
cessful integration  of  the  center's  program  among  existing  community 
resources.  Sound  administrative  practices  are  the  basis  of  integration 
within  the  center  itself.  An  active,  working  board  of  directors  de- 
velops the  structure  to  secure  community  support  for  carrying  on  the 
program. 

The  degree  to  which  the  center  has  developed  its  program  will  be 
dynamically  reflected  in  the  extent  of  interest  and  participation  as 
well  as  financial  support  given  to  it  by  the  community. 
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Organization  and 
Administration  in  the  Center 

Sy   WILLIS   C.   GORTHY 

DiTector^  Institute  for  the  Crippled  and  Disabled 
New  York,  N.  T. 

SO  FAR  during  this  Institute  we  have  been  introduced  to  a  number 
of  factors  that  are  important  early  considerations  in  rehabilitation 
center  planning.  We  can  now  talk  knowingly  in  such  terms  as  evolu- 
tion, measurement,  evaluation,  estimating,  interpretation,  relation- 
ships, sponsorships,  cultivation  and  responsibility.  These  discussions 
have  given  all  of  us  a  clearer  concept  of  rehabilitation  and  of  equal 
importance  have  divulged  some  of  the  techniques  that  will  serve  to 
stimulate  the  community's  desire  for  a  rehabilitation  center.  At  this 
point  we  might  say  that  we  have  the  vision  of  a  rehabilitation  center. 

All  of  this  effort  notwithstanding,  we  have  yet  to  serve  a  single 
disabled  person.  We  have  no  facility,  no  staff,  no  equipment  nor  any 
organized  way  of  making  our  vision  become  an  actuality.  But  vision 
without  precision  is  a  mirage.  We  all  know  of  communities  where  a 
rehabilitation  center  has  been  talked  about  for  years  but  no  effective 
service  has  yet  resulted.  The  vision  is  there  but  without  the  pre- 
cision to  create  an  effective  operation  it  still  is  no  more  than  a  dream, 
a  wish,  a  hope. 

For  the  next  hour  we  will  be  precise.  We  will  talk  about  the  prin- 
ciples of  center  management  and  the  techniques  of  organization  and 
administration  that  can  be  employed  to  convert  our  vision  into  an 
operating  rehabilitation  facility  that  will  meet  the  needs  of  the 
community. 


BOARD  OF  TRUSTEES 

Any  discussion  of  center  management  must  begin  with  the  role  of  the 
board  of  trustees,  particularly  as  it  pertains  to  organization  and  early 
planning.  The  previous  period  was  devoted  to  the  role  of  the  board 
and  the  whole  matter  was  ably  presented  by  a  person  who  has  had 
outstanding  success  in  developing  an  active  board. 
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Board  of  Trustees  Plays  Important  Role 

We  learned  that  with  the  board  rests  the  responsibility  for  the  general 
direction  of  the  affairs  of  the  center.  It  concerns  itself  largely  with 
the  establishment  of  the  broad  policies  under  which  the  center  will 
operate,  approval  of  plans  for  the  facility,  determination  of  the 
scope  of  activities,  financing  and  other  major  matters.  The  board  is 
also  concerned  with  the  results  achieved  by  the  center. 

The  board  itself  has  organizational  needs  which  may  change  as  the 
development  of  the  center  passes  from  one  stage  to  the  next.  As  has 
been  pointed  out,  the  appointment  by  the  board  of  special  and  con- 
tinuing committees  wdll  be  of  great  help  to  center  management  in  the 
creation  of  an  acceptable  rehabilitation  program. 

Full  Time  Executive  Required 

While  the  composition  and  organization  of  the  board  is  important  we 
must  remember  that  its  members  rarely  will  be  experts  in  rehabilita- 
tion. They  will  not  have  the  time  to  devote  to  the  development  of 
details  of  planning  and  operation.  This  means  that  an  early  de- 
cision by  the  board  must  be  to  employ  a  full  time  executive  experi- 
enced in  the  field  of  rehabilitation  center  management. 

More  details  about  personnel  selection  will  be  given  in  a  later  session 
but  the  need  for  careful  selection  of  the  center  executive  should  be  em- 
phasized. A  person  is  required  who  possesses  the  qualities  which  we 
lump  together  under  the  term  leadership.  Other  attributes  to  be 
looked  for  are:  ability  to  make  decisions,  tact,  vision  tempered  with 
realism,  flexibility,  and  a  knack  of  approaching  a  problem  in  an 
orderly  manner.  In  short,  he  must  couple  an  understanding  of  the 
capabilities  of  the  many  professional  elements  in  the  field  of  re- 
habilitation with  executive  ability. 

One  of  the  early  actions  taken  by  the  board  of  trustees  should  be 
the  appointment  of  a  medical  advisory  committee.  This  committee 
will  have  the  function  of  developing  the  center's  medical  policy  and 
in  advising  the  board,  the  executive  and  staff  on  medical  matters. 


POLICY  PLANNING 

The  center  executive  and  the  board  must  now  establish  the  policies 
which  govern  the  operation  of  the  center.  Those  involving  medical 
matters  will  require  participation  by  the  Medical  Advisory  Commit- 
tee. Other  members  of  the  faculty  have  given  detailed  coverage  to 
four  areas  which  will  have  an  influence  on  policy  decisions. 

1.  The  needs  of  the  disabled  in  the  commmiity  have  been  assessed. 
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2.  An  estimate  has  been  made  of  the  potential  case  load,  both  pres- 
ent and  long  range. 

3.  An  evaluation  of  existing  rehabilitation  resources  has  been  made. 

4.  The  availability  of  fuiancial  resources  has  been  determined. 

Policies  Must  Be  Established 

All  of  this  vital  information  provides  the  foundation  for  the  develop- 
ment of  the  policies  under  which  the  center  will  operate.  There  are 
a  number  of  major  areas  that  require  the  determination  of  policies. 
While  considering  each  area  in  detail  it  must  be  borne  in  mind  that 
the  policy  adopted  will  be  influenced  by  these  factors :  the  extent  of 
service  to  be  provided  to  center  patients  by  other  community  agencies, 
and  the  extent  of  teaching  and  research  to  be  undertaken  by  the  center. 

1.  Type  of  cases  to  be  served  considering  such  factors  as : 

a.  Type  of  disability — orthopedic,  neuromuscular,  blind,  tuber- 
culosis, cardiac,  speech,  hearing,  mentally  retarded,  psychiatric. 

b.  Extent  of  disability — degree  of  involvement,  progressiveness, 
ambulatory  or  nonambulatory. 

c.  Age — children,  adults,  aged. 

2.  Scope  of  services  to  be  provided. 

a.  Medical:  medical  examinations  and  prescriptions  for  and 
supervision  of  physical,  occupational  and  speech  therapy,  and  bed 
care. 

b.  Vocational :  vocational  evaluation,  testing,  counseling,  voca- 
tional training,  sheltered  workshop,  job  placement. 

c.  Social  Adjustment :  social  casework,  group  work,  recreation, 
psychological  testing  and  counseling,  psychiatric  treatment. 

3.  A  third  area  of  policy  consideration  is  the  extent  to  which  the 
center  should  have  affiliations  with  teaching  institutions  and  hospitals. 
Such  affiliations : 

a.  Provide  guidance  to  center  professional  services  to  assure 
the  use  of  modern  techniques  and  a  high  level  of  professional 
performance. 

b.  Assure  availability  of  services  to  augment  center  services. 

c.  Provide  financial  support  under  some  circumstances. 

4.  With  these  policies  determined,  the  matter  of  capacity  must  be 
decided  upon.  It  will  be  prudent  to  consider  not  only  the  initial  capac- 
ity but  also  the  need  for  expansion.  A  modest  beginning  when  service 
is  initiated  is  almost  always  the  best  policy  because : 

a.  Recruitment  of  staff  is  a  gradual  process. 

b.  Financial  support  often  is  limited  and  growth  is  contingent 
upon  funds  available. 

c.  Time  is  required  to  develop  staff  integration,  perfection  of 
procedures,  refinement  of  policies,  etc. 
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d.  The  community  needs  a  demonstration  of  the  center's  value 
before  it  develops  trust  in  its  effort. 

5.  Other  matters  must  be  considered  that  generally  will  require  gov- 
erning policy.    Some  of  these  are : 

a.  A  medical  policy  needs  to  be  drawn  up  by  the  Medical  Ad- 
visory Committee.  It  should  define  relationships  with  refer- 
ring physicians,  hospital  affiliations  and  medical  control  within 
the  center. 

b.  A  center  personnel  policy  should  be  established  and  con- 
sideration given  to  salary  schedules,  hours  of  work,  vacation  and 
sick  leave,  employee  benefits  and  professional  leave. 

6.  One  of  the  most  vital  areas  that  requires  determination  of  a 
definite  policy  is  the  decision  on  fees  for  service.  Involved  here  is 
consideration  of  the  center's  basic  philosophy  as  to  the  manner  in 
which  it  intends  to  serve  the  community.  This  policy  must  be  based 
upon  the  kind  of  center  the  community  wants  as  evidenced  by  its  will- 
ingness to  support  its  efforts  through  public  contributions.  The 
amount  of  free  or  below-cost  service  that  can  be  given  hinges  directly 
upon  the  extent  of  community  support.  In  addition  to  the  provision 
of  free  service,  consideration  must  be  given  to  arrangements  for  private 
patients  and  the  development  of  financial  agreements  with  public  and 
private  referring  agencies. 


OPERATIONAL  PLANNING 

Our  next  consideration  is  in  the  field  of  operational  planning.  It  will 
deal  with  the  specific  facility  needed  to  implement  the  policy  decisions. 
Operational  planning  includes  the  determination  of  personnel,  space 
and  equipment  needs.  Some  of  these  matters  will  be  covered  in  greater 
detail  by  other  members  of  the  faculty  but  brief  mention  at  this  time 
will  establish  their  relative  place  in  the  planning  cycle. 

Staffing  is  Based  Upon  Patient  Population 

Personnel  requirements  hinge  basically  upon  the  size  of  the  profes- 
sional staff  required  to  handle  the  character  of  the  patient  population 
considering  both  numbers  and  extent  of  disability.  The  number  and 
kind  of  administrative  personnel  is  dependent  upon  the  professional 
capacity  of  the  center.  Proper  personnel  utilization  involves  two  basic 
considerations.  First,  all  professional  staff  members  should  be  qual- 
ified by  training  and  experience  for  their  jobs.    Second,  professional 
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personnel  should  not  be  assigned  duties  that  can  be  performed  ade- 
quately by  administrative  personnel. 

Some  personnel  needs  can  be  met  through  the  use  of  volunteers.  A 
volunteer  must  be  selected  for  an  assignment  just  as  carefully  as  a  paid 
staff  member  and  should  receive  adequate  supervision.  Rehabilitation 
is  a  complex  effort  that  requires  specialized  training.  To  attempt  to 
substitute  untrained  volunteers  for  professional  competence  will  result 
in  inadequate  service  or  may  even  be  detrimental  to  the  patient's 
progress. 

Space  Is  Related  to  StafF  and  Equipment  Requirements 

The  second  aspect  of  operational  planning  is  the  determination  of 
space  needs.  The  extent  and  arrangement  of  space  is  related  to  equip- 
ment and  personnel  requirements  which  in  turn  are  contingent  upon 
the  size  of  the  patient  load  and  the  complexity  of  the  rehabilitation 
problems  presented  by  the  patients  served.  An  important  matter  is 
the  consideration  to  be  given  to  expansion.  A  little  time  spent  in 
planning  for  the  future  is  good  economy  and  will  eliminate  chronic 
overcrowding  of  the  center  as  its  workload  increases.  Especially  in 
new  construction  will  money  be  saved  by  providing  for  future  growth 
in  the  design  of  foundations,  building  frames  and  utility  capacity. 

Planning  Is  Measured  in  Terms  of  Budget 

All  of  the  effort  that  has  gone  into  policy  and  operational  planning 
must  ultimately  be  expressed  in  terms  of  money.  What  will  be  the  cost 
of  providing  the  personnel  and  facilities  needed  to  do  the  job  and 
where  will  the  money  be  obtained?  Budget  planning  is  the  tool  of 
management  that  will  be  called  upon  of  which  you  will  hear  more  de- 
tail in  a  later  session.  On  the  expense  side  of  the  budget  is  the  esti- 
mated cost  of  carrying  out  the  program  we  would  like  to  accomplish. 
Opposed  to  this  is  the  income  side  of  the  budget  which  attempts  to 
predict  the  sources  and  amount  of  income  available  to  us.  Rarely 
will  the  two  be  in  reasonable  balance  and  it  is  here  that  our  greatest 
skill  as  planners  is  called  upon  to  cut  and  adjust  program  to  fit  avail- 
able income.  Prudent  budgeting  involves  the  consideration  of  im- 
mediate needs  as  well  as  provision  for  expansion. 

Obviously,  the  various  phases  of  planning  just  described  are  not  in- 
dependent actions  nor  are  they  considered  once  and  thereafter  forever 
to  be  ignored.  All  phases  of  planning  are  mterrelated.  It  is  a  con- 
tinuous operation.  Planning  is  one  of  the  major  responsibilties  of 
the  executive  and  his  key  staff  members  and  is  of  prime  interest  to  the 
board  of  trustees. 
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ORGANIZATION   PLANNING 

Organization  planning  follows  the  determination  of  operating  pol- 
icies, especially  those  relating  to  the  size  and  scope  of  the  center's 
operation.  The  specific  organization  plan  is  contingent  upon  prior 
determination  of  these  factors.  The  organizational  pattern  should 
be  looked  upon  as  a  tool  of  management  that  will  permit  the  center's 
functions  to  be  conducted  in  an  orderly  manner.  There  are  techniques 
of  organization  that  will  be  presented  but  it  is  stressed  that  no  two 
centers  will  resolve  their  organizational  structure  in  exactly  the  same 
way.  This  is  because  of  differences  in  scope  of  service,  relationship 
with  community  agencies,  space,  availability  of  personnel,  as  well  as 
other  factors. 

The  organizational  structure  is  not  an  inert  or  rigid  thing.  Once 
established,  it  should  not  be  so  inviolate  that  changes  should  not  be 
considered  if  they  will  produce  a  more  satisfactory  working  relation- 
ship. On  the  other  hand,  the  structure  should  be  adopted  after  care- 
ful study  for  a  poorly  devised  organization  contributes  to  operating 
confusion. 

One  important  factor  needs  emphasis.  An  organization,  to  be  most 
effective,  must  take  into  consideration  the  administrative  capacities 
of  the  key  members  of  the  staff  as  well  as  their  special  interests.  In 
a  relatively  small  organization  like  a  rehabilitation  center  there  is  a 
characteristic  lack  of  depth  in  most  staff  positions  so  that  one  indi- 
vidual may  handle  several  important  functions.  This  is  a  condition 
that  requires  a  review  of  responsibility  whenever  a  change  in  a  key 
staff  position  occurs. 

Basic  Principles  of  Organization 

Regardless  of  the  variable  size  and  extent  of  program  among  centers 
there  are  basic  principles  of  organization  that  can  be  employed  with 
profit.  The  use  of  these  principles  can  provide  a  basis  upon  which 
to  develop  the  specific  organizational  pattern  best  suited  to  local  needs. 
These  are  some  of  the  important  factors  to  be  considered : 

1.  Functions  that  are  related  should  be  associated  under  a  unified 
control  in  the  organization. 

2.  A  clear  statement  of  the  function  of  each  operational  unit  should 
be  given.     All  conflicts  between  operational  units  should  be  resolved. 

3.  There  should  be  clear  cut  lines  of  authority  so  that  every  person 
knows  to  whom  he  reports  and  who  reports  to  him. 

4.  The  span  of  responsibility  should  be  limited  to  the  number  of 
separate  activities  that  can  be  adequately  supervised  by  one  person. 

5.  Eesponsibility  for  a  function  should  be  matched  by  the  authority 
necessary  to  perform  that  function. 
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6.  No  person  should  be  responsible  administratively  to  more  than 
one  supervisor. 

Three  Possible  Forms  of  Organization 

Organization  structures  have  several  basic  forms  with  three  of  the 
most  common  known  as  line,  functional,  or  line  and  staff  which  is  a 
combination  of  both  the  line  and  functional  arrangements.  The  line 
and  staff  pattern  seems  best  suited  to  rehabilitation  center  organiza- 
tion. Authority  flows  from  the  executive  to  the  individual  staff  mem- 
ber through  the  department  heads.  In  addition,  there  are  specialists 
responsible  for  certain  functions  throughout  the  center.  In  some  in- 
stances a  department  head  may  have  staff  responsibility  in  addition 
to  his  assignment  as  the  operational  head  of  a  major  department. 
Any  orders  required  to  carry  out  the  functions  of  the  staff  specialist 
must  be  given  through  the  head  of  the  appropriate  operating  depart- 
ment. Thus  the  department  head  has  direct  control  over  his  depart- 
ment but  is  relieved  of  solving  the  many  problems  covered  by  the  staff 
specialist.  This  type  organization  lends  itself  to  the  use  of  the 
committee  idea  in  organizational  control. 

Oommittee  Control  Has  Value 

The  technique  of  committee  control  has  particular  value  in  rehabili- 
tation center  operation  because  many  of  its  patients  require  services 
that  transcend  organizational  lines.  Each  major  service,  while  having 
full  responsibility  for  the  patient  while  in  its  area,  must  rely  upon 
cooperative  effort  from  other  services  over  which  it  has  no  direct 
operational  authority.  The  patient  has  little  appreciation  of  organi- 
zational niceties.  His  total  needs  must  be  considered  and  some  organi- 
zational device  found  to  deal  with  him  as  a  whole  person. 

Two  organizational  refinements  will  permit  adequate  control  of 
this  problem.  The  first  is  the  use  of  committees  of  professional  staff 
personnel  with  responsibility  for  determining  the  patient's  suitability 
for  service  and  the  extent  of  service  to  be  provided.  The  second 
technique  is  the  use  of  a  coordinator  of  patient  services  with  respon- 
sibility to  assure  that  the  program  specified  is  provided  for  the  patient. 

Organization  and  Functions  of  a  Typical  Center 

At  this  point  we  shall  discuss  the  approach  to  the  specific  organiza- 
tional needs  of  a  rehabilitation  center  that  will  include  the  minimum 
functions  required  under  the  amendments  to  the  Hill-Burton  Hos- 
pital Construction  Act.  Three  types  of  charts  will  be  used  to  illus- 
trate this  part  of  the  presentation. 

1.  The  Organization  Chart  (chart  A)  shows  the  names  of  the  var- 
ious elements  in  the  organization  and  gives  the  lines  of  responsibility. 
It  also  designates  staff  and  operational  levels. 
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2.  The  Functional  Chart  (chart  B)  gives  a  summary  of  the  specific 
functions  assigned  to  each  element  of  the  organization.  Space  in  a 
chart  of  this  kind  is  usually  limited ;  therefore,  it  may  need  to  be  sup- 
plemented by  a  functional  manual  which  will  set  forth  operating  pol- 
icies as  well  as  all  functions  in  detail. 

3.  The  Personnel  Chart  (chart  C)  is  another  useful  chart  which 
lists  all  authorized  personnel  positions  in  the  section  of  the  organiza- 
tion chart  to  which  they  are  assigned. 

As  has  been  pointed  out  previously,  no  two  centers  will  solve  their 
organizational  problems  in  precisely  the  same  manner.  Therefore, 
these  charts  should  be  used  as  a  guide  only.  The  pattern  portrayed 
is  most  suited  to  a  free-standing  center  which  must  provide  its  own 
administrative  staff  and  for  its  own  building  maintenance.  In  addi- 
tion to  the  comprehensive  services  required  under  Hill-Burton,  there 
has  been  added  a  "Production  Division"  with  the  function  of  operat- 
ing a  sheltered  workshop.  This  has  been  included  since  many  centers 
have  found  the  need  for  a  service  that  can  provide  a  work  program 
for  the  patient  concurrent  with  medical,  social,  psychological  and 
vocational  services. 

When  a  center  is  incorporated  as  a  part  of  a  hospital  a  number 
of  modifications  of  this  organizational  pattern  my  have  to  be 
considered. 

1.  Many  of  the  administrative-type  functions  such  as  fund-raising, 
public  relations,  payroll,  purchasing,  maintenance,  and  other  similar 
activities  may  be  handled  by  the  hospital  administrative  staff. 

2.  An  inpatient  rehabilitation  bed  unit  may  be  included  either  by 
a  purchase-of-service  arrangement  with  the  hospital  or  by  setting 
aside  a  specific  bed  area  under  the  control  of  the  center. 

3.  The  role  of  the  executive  director  may  be  modified  to  give  greater 
emphasis  to  the  coordination  of  patient  programs. 

4.  The  sheltered  workshop  may  not  be  an  appropriate  unit  of 
the  center  located  in  a  hospital ;  hence,  a  relationship  with  a  suitable 
workshop  in  the  community  may  need  to  be  developed. 

One  important  phase  in  organizational  planning  was  stressed  pre- 
viously dealing  with  the  need  to  define  clearly  the  functions  of  each 
element  of  the  organization.  It  should  not  be  inferred  that  some 
overlap  of  function  may  not  be  desirable  in  the  proper  handling  of  a 
specific  patient's  program.  However,  broad-scale  duplication  of  func- 
tions should  be  avoided.  Some  of  the  areas  to  which  particular  at- 
tention should  be  given  are : 

1.  The  Coordinator  of  Patient  Programs  may  also  be  designated 
as  the  Assistant  Executive  Director. 

2.  In  the  area  of  prevocational  evaluation  the  roles  of  the  Occupa- 
tional Therapist  and  the  Vocational  Counselor  must  be  clarified.     In 
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some  centers  this  may  also  include  consideration  of  the  place  of  the 
sheltered  workshop  in  this  activity. 

3.  Clarification  of  the  roles  of  the  Psychologist  and  the  Vocational 
Counselor  in  patient  evaluation  is  important.  As  shown  on  the  chart 
the  Psychologist  evaluates  the  patient's  emotional  and  mental  sta- 
bility, while  the  Vocational  Counselor  provides  vocational  evaluation 
through  aptitude  and  interest  testing  as  well  as  supervises  the  work 
sample  and  job  task  testing  program, 

4.  Much  thought  needs  to  be  given  to  the  roles  of  the  Caseworker, 
and  the  Clinical  Psychologist,  as  well  as  the  Vocational  Counselor,  in 
the  area  of  psychological  counselling  or  treatment.  The  Fmictional 
Chart  gives  consideration  to  this  matter  by  bringing  the  Psychiatrist 
into  a  closer  relationship  with  the  Caseworker  and  Clinical  Psychol- 
ogist in  the  supervision  of  treatment  of  a  psychological  nature  pre- 
scribed for  the  patient.  While  the  Psychiatrist  is  cast  in  a  special 
role  it  in  no  way  detracts  from  his  status  as  a  member  of  the  Medical 
Consulting  Team. 

Before  concluding  this  section  on  Organizational  Planning  I  would 
like  to  emphasize  once  again  that  these  charts  are  illustrative  only  and 
should  not  be  used  without  giving  full  consideration  to  the  effect  that 
local  conditions  will  have  on  organizational  needs.  This  is  particu- 
larly true  of  the  Personnel  Chart  (C)  which  is  only  intended  to  give 
an  idea  of  how  this  type  of  chart  may  be  used.  The  personnel  listed 
may  or  may  not  be  adequate  to  carry  out  the  functions  of  a  particular 
center. 


STANDARD  OPERATING   PROCEDURES 

Thus  far  we  have  established  the  policies  under  which  our  center  will 
operate.  We  have  established  the  scope  of  our  operation  and  deter- 
mined its  need  for  personnel  and  space  and  have  found  the  means  to 
finance  the  operation.  We  have  decided  upon  an  organizational  pat- 
tern and  have  assigned  proper  functions.  There  is  one  other  matter 
to  be  accomplished.  That  is  to  adopt  the  operating  procedures  that 
will  result  in  the  conduct  of  the  routine  of  the  center  in  an  orderly 
manner  to  assure  us  that  the  services  we  have  provided  are  actually 
given  to  our  patients. 

We  must  have  standard  procedures ;  otherwise  our  operation  will  be- 
come chaotic  and  proper  service  to  patients  will  be  left  to  chance.  The 
development  of  a  procedure  is  no  mysterious  process.  A  procedure 
prescribes  the  order  in  which  events  occur  in  the  accomplishment  of 
an  activity  and  designates  the  element  in  the  organization  that  is  to 
perform  each  detail  required  to  carry  out  the  activity.     Procedures 
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deal  largely  with  paperwork  but  also  indicate  the  routing  of  the  pa- 
tient or  product. 

Procedures  Must  Be  Reduced  to  Writing 

Procedures  must  be  reduced  to  writing  to  provide  the  basis  for  the 
training  of  personnel  in  the  methods  under  which  the  center  operates. 
A  visual  presentation  has  many  proponents  because  of  its  conciseness 
and  the  fact  that  its  map-like  appearance  serves  to  give  a  clearer 
picture  of  the  flow  of  material. 

A  narrative  outline-form  procedure  is  preferred  by  some.  This  type 
gives  a  word  description  of  each  step  in  the  operation  in  chronological 
order.  A  combination  of  the  two  may  be  prepared  in  manual  form 
for  distribution  to  the  staff  members  involved  and  for  ready  reference. 

Standardized  Forms  Important 

An  important  element  in  procedure  development  is  the  standardiza- 
tion of  the  forms  used  in  recording  and  processing  data.  Many  devices 
have  been  applied  to  forms  design  to  reduce  clerical  time  to  a  minimum 
such  as  arrangement  of  data  and  precarbonized  copies.  Properly  de- 
signed forms  will  help : 

1.  Assure  standardization  and  completeness  of  data. 

2.  Assure  proper  distribution  of  information. 

3.  Save  the  time  of  those  who  prepare  and  use  them  by  means  of 
standard  content  and  location  of  information. 

Professional  Staff  Role  in  Procedures  Development 

In  general,  procedures  are  required  for  all  phases  of  center  activity 
both  professional  and  administrative.  Direct  responsibility  for  the 
development  of  procedures  is  in  the  province  of  the  administrative 
staff.  They  provide  the  manpower  and  techniques  but  must  work 
directly  with  the  key  members  of  the  professional  staff  who  must  be 
satisfied  that  the  final  details  are  suited  to  professional  needs.  On  an 
overall  basis  the  procedures  finally  adopted  require  the  approval  of  the 
center  executive  who  also  must  resolve  any  conflicts  in  methods  of 
operation.  Once  a  procedure  has  been  adopted  changes  can  be  made 
only  through  the  same  process  by  which  it  was  originally  developed. 
This  is  not  an  appropriate  platform  to  attempt  the  development  of 
detailed  procedures  for  center  operation.  It  can  only  be  indicated  that 
they  should  cover  all  of  the  steps  involved  in  evaluation  and  treatment 
of  the  patient,  handling  of  fees,  fund  raising  and  accounting,  as  well 
as  the  many  facets  pertaining  to  the  management  of  the  center  such 
as  statistical  reporting,  budget,  performance,  etc. 
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Job  Descriptions 

A  special  need  is  the  development  of  job  descriptions  for  each  posi- 
tion on  the  staff.  Just  as  each  element  of  the  organization  must  know 
what  it  is  expected  to  do  so  does  each  employee  need  to  have  a  descrip- 
tion of  what  his  job  entails.  A  properly  prepared  job  description  aids 
in  training  a  new  employee,  evaluation  of  job  responsibilities  for  de- 
termination of  salary  level  and  establishes  the  relationship  of  the 
employee  to  others  in  the  organization. 


CENTER  MANAGEMENT 

It  would  not  do  justice  to  this  topic  if  we  did  not  consider  the  concept 
of  sound  business  management  in  the  direction  of  center  affairs.  In 
the  complex  organization  such  as  the  comprehensive  rehabilitation 
center,  with  its  many  diverse  professional  disciplines  which  often  are 
coupled  with  a  wide  range  of  business  and  industrial  type  activities, 
the  application  of  the  principles  of  good  management  becomes  es- 
sential. To  ignore  this  fact  is  to  run  the  risk  of  imperiling  the  center's 
position  as  an  effective  force  in  serving  the  disabled  of  the  community. 
No  single  individual  has  the  capacity  to  personally  conduct  all  of  the 
details  of  this  kind  of  operation.  Under  these  conditions  the  tech- 
niques of  management  can  be  called  upon  to  make  the  operation  of  the 
center  most  effective. 

Management  Requires  Special  Skills 

Managing  a  rehabilitation  center  comes  within  the  province  of  or- 
ganization management.  From  many  points  of  view  it  is  a  specialty 
in  its  own  right.  It  draws  upon  basic  skills  and  experience  in  such 
areas  as  program  planning,  finance,  community  relations,  personnel 
administration,  and  many  other  that  are  not  normally  included  in  the 
training  acquired  by  professional  people  in  rehabilitation. 

Professional  Staff  Must  Participate  in  Management 

On  the  other  hand,  it  is  my  belief  that  a  comprehensive  rehabilitation 
center  cannot  be  operated  with  maximum  effectiveness  unless  the  pro- 
fessional staff  members,  particularly  the  heads  of  professional  depart- 
ments, are  made  a  part  of  the  management  team  and  become  familiar 
with  and  apply  the  principles  of  sound  management.  It  is  inevitable 
that,  as  a  rehabilitation  center  grows  in  size  and  complexity,  the  heads 
of  professional  departments  are  faced  with  more  and  more  manage- 
ment problems  which  divert  attention  from  direct  patient  services. 
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Just  as  these  key  professional  persons  form  the  nucleus  of  the  treat- 
ment team  so  must  they  participate  in  the  overall  management  team 
to  give  leadership  to  the  center's  broad  effort  to  enhance  its  profes- 
sional programs  and  establish  its  place  in  the  community. 

Briefly  stated,  the  head  of  each  professional  department  participates 
in  center  management  in  three  essential  ways : 

1.  Kecommends  basic  policy  for  conducting  his  professional  spe- 
cialty, including  modifications  necessitated  by  practical  operating 
considerations,  by  teaching  needs  and  research  activity. 

2.  Directs  his  professional  activity  within  the  limits  of  approved 
policies  and  procedures  as  permitted  by  available  staff,  space  and 
funds,  and  in  accordance  with  accepted  professional  standards. 

3.  Establishes  and  maintains  relationships  with  appropriate  pro- 
fessional and  other  community  groups. 

A  word  needs  to  be  said  about  the  effect  that  changing  community 
relationships  will  have  upon  center  management.  Others  will  discuss 
the  techniques  involved.  It  should  be  remembered  that  any  change 
may  require  modifications  in  organization,  functions,  staffing,  pro- 
cedures and  all  matters  connected  therewith  because  of  changes  in 
caseload  and  the  special  requirements  of  the  referring  and  cooperating 
agencies. 

Rehabilitation  is  an  ever- changing  process  not  only  its  its  techniques 
but  also  in  its  impact  upon  the  community.  If  I  could  leave  you  with 
but  one  thought,  my  choice  would  be  that  center  management  must 
remain  alert  and  flexible  and  ever  ready  to  adjust  its  facilities  to 
accommodate  the  changing  demands  made  upon  it  for  treatment  of 
its  patients,  for  teaching  and  for  research.  When  the  principles  of 
good  management  are  practiced,  the  center  will  be  able  to  cope 
adequately  with  these  needs. 
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Professional  Policies 
in  the  Center 


hy  REX  O.  MC  MORRIS,  M.  D. 

Medical  Director^  Rehabilitation  Center^  Inc.^  Louisville^  Ky. 

PKOFESSIONAL  POLICIES  can  be  formulated  and  interpreted 
broadly  to  include  the  activities  of  every  person  functioning  within 
the  rehabilitation  center.  Thus,  in  many  instances,  professional  and 
administrative  policies  will  be  one  and  the  same.  Professional  policies 
primarily  influence  those  individuals  directly  responsible  for  evalua- 
tion, therapy  and  guidance  of  the  individual  undergoing  the  rehabili- 
tation procedure.  However,  it  is  extremely  important  that  the  admin- 
istrative personnel,  the  lay  governing  board,  the  medical  and  technical 
advisory  committees,  and  any  other  group  or  individual  active  in  the 
functions  of  the  center  be  governed  by  the  professional  policies  of 
the  institution.  This  regulation  will  require  that  all  center  activities 
be  tuned,  in  order  of  importance,  to  the  needs  of  the  individual,  his 
family,  the  referring  party,  and  last  the  rehabilitation  center.  The 
spirit  of  cooperative  effort  engendered  by  such  a  philosophy  facilitates 
better  interprofessional  relationships,  mutual  understanding,  and 
stimulates  the  interest  of  all  participants.  A  more  dynamic  and  bet- 
ter integrated  program  will  result  when  each  team  member  is  working 
toward  a  common  goal — a  true  team  from  top  to  bottom.  The  success 
or  failure  of  such  a  program  then  depends  upon  the  integrity  of  each 
member  of  the  rehabilitation  center  staff. 

One  cannot  hope  to  discuss  professional  policies  that  will  apply  to 
every  situation  that  can  arise  in  an  active  rehabilitation  center.  The 
majority  of  rehabilitation  centers  are  so  new  and  communities  vary  in 
such  a  manner  that  one  can  only  hope  to  have  adequate  moral  and  pro- 
fessional qualities  to  be  able  to  meet  new  situations  in  the  interest 
of  the  person  being  rehabilitated.  There  are,  however,  certain  broad 
professional  policies  that,  in  the  limited  experience  of  people  actively 
participating  in  rehabilitation  programs  at  this  time,  have  been 
found  pertinent. 


THE  GOVERNING  BOARD 

Professional  policies  of  a  rehabilitation  center  will  be  influenced  by  its 
functional  and  organizational  structure  and  by  accepted  professional 

188 


practices  in  the  community  of  which  it  is  an  integral  part.  There  are 
various  ways  in  which  a  center  can  be  organized;  but,  if  it  is  the 
usual  non-profit,  community  or  agency-sponsored  rehabilitation  center, 
it  will  probably  be  governed  by  a  lay  board  (2).  Board  members 
should  understand  that  their  activities,  too,  must  be  governed  by 
the  professional  policies  of  the  center.  A  board  member  should  ac- 
quaint himself  with  the  activities  within  the  center  early  in  his  term  of 
service  to  be  better  able  to  act  intelligently  upon  policy  matters.  If 
a  personal  matter  concerning  a  patient  is  revealed  to  him  in  demon- 
strated cases,  he  should  treat  this  material  with  utmost  confidence. 
Community- wide  discussion  of  information  that  could  be  construed  as 
a  privileged  communication  between  professional  personnel  and  the 
patient  can  become  quite  damaging  to  the  program  and  might  have 
legal  complications. 

After  the  service  of  a  qualified  person  has  been  obtained  in  each 
section  of  the  rehabilitation  center,  the  board  should  rely  on  that  key 
person  for  establishment  of  professional  policies  pertaining  to  his  re- 
spective field.  Medical  and  technical  advisory  committees  composed  of 
respected  community  representatives  are  an  excellent  source  for  ad- 
ditional guidance.  Regulatory  policies  affecting  professional  person- 
nel should  be  avoided  except  when  so  advised  by  the  above  sources. 
Great  damage  can  be  done  to  a  rehabilitation  program  by  a  poorly 
informed  lay  group  attempting  to  regulate  professional  activities. 
Those  centers  operating  in  close  participation  with  a  hospital  or 
medical  school  should  attempt,  or  will  be  required  to  conform  to  the 
general  professional  policies  of  that  institution. 

The  board  should  foster  those  policies  that  promote  the  professional 
growth  of  their  personnel.  Respected  and  widely  recognized  profes- 
sional personnel  is  one  of  the  greatest  stimulants  to  increased  utiliza- 
tion of  the  rehabilitation  center's  services  (1).  There  is  no  better 
known  way  to  broaden  one's  professional  knowledge  and  ability  than 
participation  in  local  and  national  related  organizations.  To  improve 
community  services,  the  professional  personnel  should  be  encouraged  to 
answer  requests  for  consultations  in  their  respective  fields,  outside  of 
the  facilities,  and  participate  in  lectures,  demonstrations,  and  publica- 
tions. Such  services  will  produce  a  better  oriented  community  and  be 
productive  of  increased  referrals. 


THE   REHABILITATION   PROGRAM 

An  attempt  will  be  made  to  discuss  professional  policies  from  an 
illustrated  program.  (See  illustration.)  The  reader  must  be  aware 
that  many  programs  emphasize  physical  restoration ;  others  may  have 
emphasis  on  prevocational  and  vocational  rehabilitation,  while  still 
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Progressive  functional  organization  of  the  program  in  a  community  rehabilitation 

center. 

others  attempt  to  give  services  in  all  areas.  The  illustrated  program  is 
similar  to  the  latter,  without  extensive  vocational  training.  In  it, 
professional  policies  have  great  importance  because  services  are  being 
furnished  primarily  to  physicians  and  to  agencies,  by  way  of  medical 
direction,  in  preparation  of  an  indivdual  for  future  steps  in  social  and 
vocational  pursuits.  In  such  a  program,  it  is  easier  to  identify  the 
individual  undergoing  rehabilitation  as  "the  patient."  No  attempt 
will  be  made  to  fit  this  discussion  to  any  more  limited  program  or 
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any  program  more  highly  developed  in  one  particular  phase.  How- 
ever, it  is  hoped  that  general  principles  will  be  discussed  that  will  be 
applicable  to  any  type  of  program  devoted  to  rehabilitation  of  the 
physically  disabled  person.  Those  specific  recommended  policies  of 
operation  in  the  following  text  are  based  primarily  on  experience  and 
are  not  considered  above  modification  or  improvement. 

Referrals 

All  referrals  to  the  center  should  be  directly  from  physicians  or  agen- 
cies ;  no  self -referrals  should  be  accepted.  Some  physicians'  referrals 
will  be  processed  through  an  agency  and  vice  versa.  The  relatively 
few  cases  referred  directly  from  agencies  with  no  physician's  referral 
would  include  those  patients  whose  physical  rehabilitation  had  been 
completed  or  their  physical  disability  was  not  amenable  to  treatment. 
Such  cases  would  probably  be  referred  for  limited  programs.  If,  in 
the  course  of  their  rehabilitation,  medical  attention  is  indicated  for 
a  preexisting  physical  disability,  the  referring  agency  should  provide  a 
medical  referral.  A  referral  to  the  rehabilitation  center  should  be 
written  and  should  include  material  pertinent  to  the  patient's  dis- 
ability in  all  aspects — physical,  social,  and  vocational — with  recom- 
mendations related  to  the  patient's  needs.  It  should  be  the  policy 
of  the  center  to  require  such  a  referral. 

Although  it  is  a  conceded  fact  that  any  program  dealing  with  the 
physically  handicapped  needs  medical  direction  (4) ,  some  of  the  centers 
with  limited  programs  have  only  part-time  direction,  and  some  have 
only  a  medical  advisory  committee.  Most  operating  centers  are  con- 
stantly seeking  to  increase  their  direct  medical  supervision.  The 
center  attempting  to  operate  under  the  supervision  of  a  medical  ad- 
visory committee  is  working  at  a  serious  disadvantage.  Limited 
medical  supervision  imposes  the  necessity  of  taking  referrals  with 
prescriptions  for  physical  rehabilitation  procedures  written  by  the 
referring  physician.  It  has  been  found  that  the  procedure  of  receiv- 
ing written  prescriptions  from  the  referring  physician,  who  feels 
competent  to  write  them,  for  occupational  therapy,  physical  therapy, 
and  other  therapeutic  procedures  within  the  center  brings  up  problems 
in  the  treatment  program  of  each  individual  patient.  Some  of  these 
problems  include  the  lack  of  staff-physician  liaison,  the  lack  of  close 
medical  supervision  and  reevaluation  of  the  patient's  progress,  and  the 
lack  of  interpretation  of  medical  information  to  the  rest  of  the  team. 
Unfortunately,  there  are  times  when  the  medical  prescription,  written 
by  a  referring  physician  whose  training  did  not  include  the  applica- 
tion of  physical  measures  and  rehabilitation  procedures,  may  be  en- 
tirely inadequate  or  even  dangerous   to   the   patient's   well-being. 
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Methods  of  obviating  some  of  these  problems  could  be  offered  in 
setting  up  rigid  professional  policies. 

Ideally,  all  prescriptions  should  be  written  by  the  medical  director 
of  the  program  who  then  is  medically  responsible  for  that  patient 
while  under  treatment  at  the  center.  If  this  is  not  possible,  then  the 
center  should  insist  that  all  prescriptions  be  read,  agreed  with,  or 
corrected  by  the  medical  director.  The  medical  director,  in  turn, 
should  be  obligated  to  keep  in  close  contact  with  the  referring  physi- 
cian, keeping  him  informed  of  the  patient's  progress,  and  seeing  to  it 
that  the  patient  is  referred  back  to  him  for  regular  periodic  reevalua- 
tions.  If  a  medical  director's  services  are  not  available,  the  medical 
advisory  committee  should  appoint  one  of  its  members  to  direct 
supervision,  with  regular  attendance  in  the  facilities.  A  less  desir- 
able arrangement  would  be  to  rotate  the  appointment  through  the 
medical  advisory  committee  membership.  An  even  less  desirable 
arrangement,  and  one  that  should  be  avoided,  is  periodic  meeting 
of  the  medical  advisory  committee  for  professional  policy  direction, 
leaving  the  prescription  and  program  supervision  entirely  at  the  dis- 
cretion of  the  referring  physician.  In  the  latter  case,  the  referring 
physician  should  be  requested  to  furnish  direct  supervision  of  his 
patients,  with  reevaluation  of  each,  in  the  rehabilitation  facilities. 
The  center  should  reserve  the  right  to  refuse  patients  based  on  lack 
of  medical  supervision. 

When  the  above  criteria  for  an  adequate  referral  have  been  ful- 
filled by  the  referring  source,  it  should  be  the  responsibility  of  the 
professional  personnel  to  respond  with  as  wide  a  range  of  services  as 
they  are  capable.  Since  medical  referrals  will  be  predominant  in  tlie 
illustrated  program,  diagnostic  as  well  as  physical  rehabilitation 
prescription  and  supervision  services  will  be  requested  from  the 
medical  director.  The  written  referral  from  a  physician  implies  that 
the  medical  director  act  strictly  as  a  consultant  within  the  rehabili- 
tation center.  The  same  principles  apply  to  all  the  other  disciplines 
if  referrals  are  made  directly  to  their  respective  departments. 

Evaluation 

Once  the  patient  has  been  adequately  referred  to  the  center,  it  is  the 
responsibility  of  that  person  representing  the  discipline  indicated  by 
his  needs  to  immediately  begin  the  evaluation  of  the  patient.  He,  in 
turn,  is  expected  to  act  more  or  less  as  a  coordinator  of  that  particular 
patient's  evaluation  program.  Some  of  these  referrals  will  indicate 
the  necessity  of  only  a  partial  application  of  the  various  disciplines  of 
the  rehabilitation  center  program.  The  greater  majority  of  the 
patients,  however,  wil  require  full  participation,  either  as  an  in- 
patient or  outpatient.     For  convenience  of  illustration,  we  will  con- 
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sider  a  severely  handicapped  individual.  By  severely  handicapped, 
it  is  implied  that  this  patient  has  severe  physical  as  well  as  emotional, 
social,  and  vocational  disabilities,  requiring  inpatient  care.  Since 
a  patient  with  severe  physical  disabilities  is  primarily  a  medical 
problem,  it  falls  within  the  medical  director's  responsibility  to  be  the 
person  to  coordinate  and  direct  his  evaluation  and  early  stages  of  re- 
habilitation and  to  act  in  an  advisory  capacity  throughout  his  pro- 
gram (5).  It  is  his  responsibility  in  the  early  stages  of  evaluation 
to  see  that  the  referring  physician  is  counseled  and  that  medical  con- 
sultants are  utilized  whenever  necessary  in  treatment,  diagnosis,  and 
in  the  final  formation  of  the  medical  recommendations.  It  should  be 
the  policy  of  the  center  when  any  consultant  is  called  in  diagnosis 
or  treatment  of  a  patient  that  direct  consultant-patient  relationships 
be  maintained.  If  the  referring  party  and  patient  leave  the  selection 
of  the  consultant  up  to  the  discretion  of  the  medical  director,  he  should 
rotate  calls  in  the  various  specialties  throughout  the  qualified  doctors 
in  the  community.  If  any  surgical  or  special  diagnostic  procedures 
must  be  carried  out,  then,  with  the  advice  of  the  referring  physician, 
the  patient  should  be  transferred  to  an  acute  hospital  or  area  for 
definitive  treatment.  If,  after  definitive  treatment,  further  rehabil- 
itation procedures  are  indicated,  with  the  advice  of  the  referring  phy- 
sician, the  patient  should  be  readmitted.  If  and  when  the  above 
procedures  have  been  found  necessary  and  completed,  and  after  each 
team  member  has  evaluated  and/or  treated  the  patient  under  an  initial 
prescription,  his  case  study  should  be  brought  up  for  a  panel  dis- 
cussion and  staff  evaluation.  At  the  initial  staff  evaluation  or  panel 
meeting,  all  information  gathered  by  each  person's  contact  with  the 
patient  during  the  evaluation  period  should  be  brought  to  the  council 
table.  The  medical  information  should  be  interpreted  to  the  group 
by  the  referring  physician,  consultants,  and  medical  director.  The 
results  of  the  vocational  counselor's  tests  and  tentative  evaluation 
should  be  discussed.  The  medical  social  worker  should  bring  in- 
formation pertinent  to  the  patient's  existing  social  abilities  and  dis- 
abilities. The  physical  and  occupational  therapists  and  the  rehabil- 
itation nurse  should  relate  the  patient's  response  to  certain  prescribed 
procedures,  his  ward  behavior,  and  activities  of  daily  living  abilities. 
The  psychologist,  the  speech  therapist,  and  the  recreational  therapist 
should  bring  information  in  relation  to  their  particular  fields.  De- 
tailed discussion  of  this  material  should  then  produce  a  composite 
picture  of  the  patient  from  many  aspects  and  serve  to  direct  his 
future  program. 

In  some  instances,  it  may  be  decided  that  a  total  rehabilitation  pro- 
gram is  not  indicated,  or  that  the  gains  expected  from  any  part  of  the 
rehabilitation  program  would  not  warrant  its  application.  In  such 
a  case,  it  should  be  the  policy  of  the  center,  with  the  full  knowledge  of 
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the  patient,  to  refer  him  back  to  his  referring  physician  or  agency 
with  recommendations  for  either  further  medical  care,  referral  to  some 
other  agency,  or  referral  to  an  area  of  final  disposition.  A  screening 
process  based  on  medical  information  has  been  found  to  obviate  a  pro- 
longed evaluation  period  in  selected  cases.  This  function  can  be  car- 
ried out  by  the  medical  director  or  by  a  screening  committee  made  up 
of  representatives  of  several  medical  specialties.  A  more  extensive 
screening  can  be  done  by  having  a  multidisciplinary  committee  per- 
form this  function.  The  latter  method  of  screening  is  more  desirable 
and  is  obviously  a  variant  of  the  more  complete  evaluation  described 
above. 

When  the  patient  and  the  panel  group  have  accepted  the  total  re- 
habilitation program,  a  composite  tentative  rehabilitation  diagnosis 
should  be  arrived  at,  the  original  prescription  changed  to  suit  the 
present  needs,  and  tentative  short-range  as  well  as  long-range  goals 
should  be  discussed.  An  agreement  should  be  reached  as  to  which  team 
member  should  take  particular  interest  in  certain  phases  of  the  patient's 
program.  Also,  the  tentative  direction  of  his  immediate  future  pro- 
gram should  be  outlined.  A  report  of  this  first  panel  meeting  and  the 
decisions  of  the  team  is  then  summarized  and  immediately  forwarded 
to  the  referring  party. 

Active  Program  Continuation 

After  the  initial  evaluation  panel  discussion,  the  program  as  designed 
is  then  carried  on  by  the  various  team  members.  It  has  been  recognized 
by  people  now  participating  in  rehabilitation  programs  that,  in  addi- 
tion to  the  need  for  reevaluation  of  the  physical,  emotional,  social,  and 
vocational  gains  made  while  under  the  rehabilitation  program,  the 
needs  of  the  patient  fall  largely  in  the  area  of  communication  and  of 
working  relationships  between  the  staff  and  the  patient.  It  is  beyond 
the  scope  of  this  paper  to  attempt  to  discuss  in  detail  the  ethical  and 
professional  attitudes  that  the  various  team  members  should  assume 
in  relationship  with  the  patient.  The  codes  of  ethics  governing  these 
professional  people  and  their  moral  obligation  to  the  patient  can  be 
expected  to  be  of  high  standard  when  qualified  and  duly  accredited 
personnel  are  participating. 

A  good  understanding  of  the  patient's  disability  by  all  concerned, 
and  what  it  means  to  him,  is  important  in  establishing  sound  working 
relationships  between  the  team  and  patient.  Each  person  working  with 
the  patient  is  encouraged  to  relate  freely  with  the  other  disciplines  in 
respect  to  his  special  abilities,  special  interests,  response  to  therapy — 
in  fact,  anything  pertinent  to  his  overall  progress. 

It  is  expected  of  the  personnel  and  should  be  a  policy  of  each  in- 
dividual to  be  ready  to  recognize  the  other  team  members'  greater  ex- 
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perience  and  training  in  certain  phases  of  the  patient's  overall  pro- 
gram and  work  together  in  a  permissive  attitude.  With  good  mutual 
understanding  on  the  part  of  the  staff,  the  greatest  freedom  of  ac- 
tivity and  effort  is  elicited.  If  differences  of  opinion  in  the  various 
areas  of  treatment  and  evaluation  arise,  they  should  be  discussed  freely 
and  openly  at  panel  meetings. 

The  generalities  mentioned  above  should  cover  most  of  the  profes- 
sional policies  that  guide  the  active  treatment  of  the  patient.  How- 
ever, there  are  certain  specific  situations  that  can  be  cited  from  ex- 
perience of  the  author  and  others  that  profoundly  affect  patient-staff 
relationships  (6). 

Many  of  the  following  citations  are  recognized  and  often-repeated 
principles  but  seem  important  enough  to  be  reemphasized. 

1.  Early  recognition  of  the  patient's  anxieties  relative  to  his  pro- 
gram and  to  his  staff  relationship  is  essential,  and  that  staff  member 
having  the  best  personal  relationships  with  the  patient  should  be 
allowed  to  interpret  the  program  to  him  continuously.  That  person 
should  also  reorient  him  to  program  changes  which  are  tuned  to  his 
progress  and  directed  toward  a  goal  within  his  understanding. 

2.  The  staff  at  all  times  should  be  very  careful  not  to  convey  anxieties 
nor  magnify  disabilities  to  the  patient.  The  slightest  voice  inflection, 
facial  grimace,  or  the  wrong  word  spoken  at  the  wrong  time  can 
disrupt  a  very  carefully  planned  program. 

3.  Any  discussion  of  treatment  received  by  the  patient  prior  to 
his  admission  should  be  avoided. 

4.  Any  discussion  with  the  patient  in  reference  to  other  disciplines 
should  only  serve  to  reinforce  their  objectives. 

5.  A  staff  member  should  not  discuss  in  a  final  manner  any  part 
or  total  aspect  of  the  patient's  future  or  of  his  program  without  team 
guidance. 

6.  Any  problem  arising  in  the  patient's  program  should  be  referred 
to  that  member  of  the  staff  in  whose  primary  sphere  of  activity  the 
problem  falls.  For  instance,  any  medical  problem  should  be  referred 
to  the  medical  director.  Any  vocational  problem  should  be  referred  to 
the  vocational  counselor,  etc. 

7.  Mutual  staff-patient  confidence  and  program  stability  is  pro- 
moted by  a  smoothly  operating  schedule. 

8.  Communication  between  the  patient's  family  and  the  staff  is  best 
maintained  by  personal  contacts  of  the  social  worker  or  counselor. 

9.  The  staff  should  continuously  bear  in  mind  that  the  patient  is  an 
individual  and  should  assist  him  in  maintaining  self-respect  and 
dignity. 

The  professional  policies  should  be  such  that,  at  any  time  in  the 
course  of  the  patient's  program  of  treatment,  any  one  of  the  therapists 
working  with  him  should  feel  free  to  ask  that  he  be  brought  up  for 

195 


panel  discussion.  When  the  patient's  name  is  put  on  the  panel  list, 
the  referring  party  should  be  notified  immediately,  preferably  by  tele- 
phone, of  the  date  and  time  of  the  meeting  and  be  invited  to  the  panel 
discussion.  It  has  been  our  experience  that  referring  parties  are  prone 
to  feel  that  the  rehabilitation  team  is  adequately  equipped  to  direct 
the  program  and  do  not  feel  that  their  contribution  is  important. 
This  is  an  obstacle  in  many  rehabilitation  programs,  for  which  an 
answer  has  not  yet  been  found.  Wlien  the  referring  party  is  a  physi- 
cian, and  the  program  is  medically  directed,  this  is  found  not  to  be 
a  great  hindrance,  although  it  is  felt  that  a  better  program  would  be 
forthcoming  if  the  referring  physician  attended  the  panel  discussion. 
In  programs  that  do  not  have  adequate  medical  direction,  the  absence 
of  the  referring  physician  at  program-direction  meetings  becomes 
almost  an  insurmountable  obstacle  in  the  patient's  progress.  Personal 
contacts  and  repeated  reminders  of  the  staff's  dependence  on  medical 
direction  have  been  found  to  be  most  effective  in  influencing  the  re- 
ferring physician's  attendance.  If  the  referring  party  is  unable  to 
attend  the  panel  discussion,  it  is  the  obligation  of  the  center  to  see 
that  he  gets  a  summarized  report  of  the  progress  and  proposed  future 
program  of  his  particular  patient. 

Discharge 

In  addition  to  the  patient's  condition,  the  time  of  discharge  depends 
upon  the  scope  of  the  program.  As  indicated  earlier,  if  the  program  is 
being  carried  on  through  vocational  training  and  the  center  is  directly 
involved  in  placement,  it  infers  a  much  longer  period  of  participation 
in  the  patient's  total  program.  However,  in  the  illustrated  program, 
it  is  assumed  that  recommended  vocational  training  pursuits  will  be 
followed  up  by  other  agencies  when  the  patient  is  discharged  and 
becomes  their  primary  responsibility.  No  matter  what  the  proposed 
disposition  of  the  patient  is  at  discharge,  the  referral  area  must  be 
properly  prepared  for  his  discharge.  Professional  policies  must  pro- 
mote planning  on  the  community  level  to  facilitate  successful  inte- 
gration of  the  patient.  The  referral  area  and  the  patient  must  be 
familiar  to  each  other,  common  problems  known,  and  realistic  methods 
of  adjustment  planned.  All  of  these  post-discharge  goals  should  be 
prepared  for  throughout  the  patient's  active  program.  There  must 
be  clarification  of  any  questions  in  the  patient's  mind.  What  does 
discharge  mean  to  him  ?  Is  it  just  one  step  in  his  total  rehabilitation  ? 
Or  is  it  a  final  step?  The  policy  of  graduated  predischarge  visits  to 
the  area  of  referral  will  assist  in  finding  the  answer  to  many  questions. 
When  all  phases  of  the  total  rehabilitation  program  are  coming  to 
an  ultimate  point  of  conclusion,  and  the  patient  and  staff  are  satisfied 
that  he  has  or  will  have  accomplished  everything  that  he  can  under 
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this  intensive  program,  a  final  staff  evaluation  meeting,  ideally  in- 
cluding the  referring  party  and  the  representative  of  the  referral 
area,  should  be  called  and  the  patient's  disposition  discussed  in  final- 
ity. As  indicated  in  the  illustration,  by  referring  the  patient  back 
through  the  referring  physician,  recommendations  can  be  made  for 
formal  schooling,  going  back  to  the  old  job,  to  a  sheltered  workshop, 
to  new  employment,  to  a  vocational  training  school,  to  the  home,  or 
to  a  nursing-home  situation.  At  this  panel  meeting,  it  should  be  made 
clear  to  the  agency  to  which  the  patient  is  going  to  be  referred  that 
the  center  is  willing  to  either  release  the  dominant  responsibility  or 
assume  any  measure  of  responsibility  in  followup  that  is  indicated 
and  can  be  fulfilled,  (3).  Followup  should  provide  for  statistics  as 
well  as  for  those  who  may  need  readmission  or  reevaluation  in  the 
future.  The  patient  should  understand  about  followup  procedures,  the 
center's  interest  in  his  future,  and  the  need  for  future  communication. 
In  cases  of  active  followup,  it  should  be  made  clear  to  the  patient  who 
should  be  contacted  in  the  center.  It  is  obligatory  that  the  final  panel 
discussion  be  productive  of  a  summary  and  report  including  all  areas 
of  active  treatment  of  the  patient.  The  team  member  who  has  assumed 
the  greatest  responsibility  in  coordination  of  this  particular  patient's 
program  should  be  responsible  for  the  correlation  of  the  summary. 


SUMMARY 

An  attempt  has  been  made  to  point  out  general  professional  policies 
that  have  been  found  to  enhance  a  program  such  as  that  illustrated. 
It  is  not  expected  that  this  discussion  reveal  the  answers  to  all 
problems  that  might  arise  in  the  various  types  of  rehabilitation  pro- 
grams in  different  communities.  However,  it  is  hoped  that  enough 
instances  have  been  cited  in  the  various  stages  of  the  rehabilitation 
program  whereby  some  assistance  can  be  gained  in  meeting  new  and 
different  problems.  Rehabilitation  centers  are  relatively  new  and 
their  programs  are  necessarily  changing  and  dynamic  in  nature.  We 
must  strive  ever  to  improve  professional  policies  within  our  rehabili- 
tation centers  in  order  to  better  serve  the  patient,  his  family,  and  the 
community. 
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The  Special  Role  of 

the  Physician  in  the  Center 


l)y  ROBERT  C.  DARLING,  M,  D, 

Professor  of  Physical  Medicine  and  Rehabilitation^  College 
of  Physicians  and  Surgeons^  Golumhia  University;  Chair- 
man^ Medical  Boards  Institute  for  the  Crippled  and  Disabled, 
New  York,  N.  T. 


IN  THE  EEHABILITATION  center,  the  physician,  in  many  cases, 
is  in  a  setting  which  is  somewhat  foreign  to  him.  In  the  hospital,  his 
central  role  in  the  management  of  the  patient  is  essentially  unchal- 
lenged. In  both  the  rehabilitation  center  and  the  hospital,  the  patient 
with  a  disease  or  disability  is  equally  the  central  figure.  The  difference 
in  the  physician's  position  in  the  rehabilitation  facility  lies  primarly 
in  the  increased  roles  of  professional  services  there  less  closely  allied 
traditionally  with  medicine.  In  this  setting,  the  physician  assumes 
more  a  role  of  leader  and  coordinator,  less,  that  of  absolute  ruler. 

The  1954  annual  workshop  of  the  Conference  of  Eehabilitation  Cen- 
ters discussed  and  published  an  outline  of  the  recommended  minimum 
or  essential  role  of  the  physician.  Valuable  as  this  is  as  an  initial  con- 
cept, experience  in  established  centers  has  shown  that  the  physician 
can  and  should  enlarge  his  role,  particularly  when,  with  training  and 
experience,  he  can  thus  contribute  more  to  the  welfare  and  rehabilita- 
tion of  the  patient.  The  role  which  I  will  discuss  and  outline  is  such 
an  expanded  one.  It  may  not  be  achieved  at  one  step  in  any  one  center. 
However,  unless  the  potentials  of  the  physician  in  the  center  are  fully 
appreciated  and  planned  for,  the  goal  of  the  center  will  be  unduly  re- 
stricted. A  variety  of  local  situations  may  require  temporary  modi- 
fications of  the  role,  but  need  not  restrict  long-term  planning. 


THE  PHYSICIAN'S  CONTRIBUTION  TO  A  COMPREHENSIVE  PROGRAM 

If  we  consider  first  the  functions  of  the  physician  or  physician-team 
in  a  general  sense,  we  are  not  at  present  concerned  with  the  special 
qualities  or  training  of  the  man  or  men.  The  comprehensive  rehabilita- 
tion center  is  concerned  with  physical  restoration ;  social  and  pyscho- 
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logical  processes  in  adaptation  to  disability ;  and  vocational,  or  eco- 
nomic, rehabilitation.  The  physician  has  contributions  to  make  to  a 
varying  degree  in  all  these  aspects. 

In  the  physical  restoration  phase,  his  role  is  unquestioned  and 
paramount : 

1.  He  prescribes  and  supervises  the  medical  therapies,  i.  e.,  physical, 
occupational  and  speech. 

2.  Since  evaluation  is  the  first  process  in  sound  rehabilitation,  he 
assesses  the  entering  patient  from  the  point  of  view  of  physical  capabil- 
ities or  capacity,  and  he  reevaluates  the  patient's  capacity  as  necessary 
from  time  to  time. 

In  a  more  general  sense,  toward  the  functioning  of  the  center,  the 
physician  is  concerned  in  two  general  areas  of  institutional  policy : 

1.  The  establishment  of  medical  policy  within  the  institution,  which 
may  concern  admission  policy,  record  keeping,  public  relations,  scope 
of  therapy,  and  many  other  aspects. 

2.  The  maintenance  of  medical  relationships  with  the  community 
i.  e.,  with  the  referring  physician,  medical  associates,  and  medical 
referring  agencies. 

In  relationship  to  the  functioning  of  the  center  in  areas  other  than 
physical  restoration,  the  physician  likewise  has  two  major  areas  of 
contribution : 

1.  In  order  for  workers  in  the  social,  psychological,  and  vocational 
areas  to  understand  the  problems  presented  by  the  patient,  the  physi- 
cian must  furnish  a  picture  of  the  patient's  disabilities  and  capabili- 
ties in  language  and  form  useful  in  these  areas.  This  picture  should 
include  prescription  of  the  vocational  contraindications  or  limitations, 
clues  to  emotional  maladjustment  requiring  special  management,  the 
likely  work  tolerance,  etc. 

2.  The  second  area  of  wide  contribution  is  his  participation  in 
periodic  review  with  other  members  of  the  rehabilitation  team,  of  the 
progress  of  patients  in  all  areas,  at  which  time  he  can  reinterpret  the 
patient's  disability  and  also  reinstitute  medical  measures  which  may 
have  become  necessary. 


REQUISITE  QUALITIES  AND  CHARACTERISTICS 

Having  outlined  the  contributions  in  general  terms,  it  becomes  neces- 
sary to  discuss  now  the  qualities  and  characteristics  of  the  specific 
physician  or  physicians  who  can  do  these  things  best.  In  general,  the 
medical  needs  of  the  center  require,  first,  a  central  or  coordinating 
physician  who  will  make  the  major  contributions  outlined  above. 
Even  the  smallest  center  occasionally,  and  the  larger  centers  on  a  reg- 
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ular  basis,  will  in  addition  need  special  consultative  services  wliicli 
will  be  discussed  later. 

The  central  or  coordinating  physician  has  ideally  very  special  qual- 
ities. This  fact  is  often  forgotten  in  rehabilitation  center  planning, 
and  so  should  be  doubly  emphasized.  These  qualities  are  the  product 
of  (1)  interest  or  enthusiasm,  and  (2)  of  specific  training.  This 
training  may  be  of  a  normal  nature  or  may  be  acquired  from  years  of 
experience.  It  cannot  be  acquired  solely  by  short-term  orientation 
courses.     He  needs  special  knowledge  in  four  major  areas: 

1.  A  broad  knowledge  of  the  major  crippling  diseases  and  of  the 
effective  therapy  for  them. 

2.  The  ability  to  assess  individual  patients,  not  solely  for  defects  but 
primarily  for  residual  capacity.  He  should  be  able  to  assess  residual 
capacity  in  physical,  sociological,  and  vocational  areas. 

3.  He  should  know  the  background  training  and  effective  functions 
of  all  members  of  the  rehabilitation  team.  He  should  be  able  to  con- 
fer and  work  with  them. 

4.  He  should  have  intimate  knowledge  of  the  direct  medical  ther- 
apies, and  of  the  training  and  capabilities  of  the  therapists  who  carry 
them  on.  With  this  knowledge,  he  will  be  able  to  prescribe  effectively 
physical  occupational  and  speech  therapy,  supervise  the  activities  of 
the  therapists,  and  work  with  these  therapists  toward  the  goal  of 
physical  restoration. 


AVAILABILITY  OF  QUALIFIED   PHYSICIANS 

The  question  next  arises  as  to  who  meets  these  qualifications.  The 
physiatrist,  i.  e,,  the  specialist  in  physical  medicine  and  rehabilitation, 
obviously  has  had  the  prerequisite  training,  since  the  requirements  of 
this  specialty  are  almost  exactly  the  needs  of  the  rehabilitation  center. 
Although  some  of  these  newly  trained  specialists  may  be  assuming 
responsible  positions  in  centers  as  relatively  young  physicians,  their 
assets  of  enthusiasm  and  dedication  to  a  career  in  rehabilitation  as- 
sure continued  growth  with  experience. 

Specialists  in  several  other  areas  meet  a  part  of  the  requirements 
of  the  center  physician.  The  orthopedist,  neurologist,  and  internist, 
all  have  training  in  and  understanding  of  a  large  segment  of  the  major 
crippling  diseases  and  ability  to  assess  individual  patients.  They  need 
supplementation  in  the  understanding  and  detailed  knowledge  of  the 
functions  of  the  various  members  of  the  rehabilitation  team.  Some 
have  acquired  the  latter  knowledge  through  reading,  study  and  long- 
term  experience ;  others  have  or  can  acquire  it  by  way  of  a  year  or  more 
of  residency  in  physical  medicine  and  rehabilitation.     Again,  it  is 
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worth  pointing  out  the  limitations  of  the  short-term  course  of  study, 
which  may  serve  as  a  refresher  to  bring  previous  experience  up  to  date, 
but  is  quite  inadequate  as  sole  training  in  the  areas  of  rehabilitation 
and  detailed  physical  medicine. 

The  exact  number  of  physicians  at  present  adequately  trained  to 
fill  the  role  in  the  rehabilitation  center  is  not  known,  except  that  there 
are  too  few.  Three  to  four  hundred  specialists  in  physical  medicine 
and  rehabilitation  have  been  certified.  Unfortunately,  from  the  point 
of  view  of  the  community  rehabilitation  center,  a  rather  high  per- 
centage of  these  are  employed  in  government  hospitals  and  rehabili- 
tation facilities.  I  think  I  can  safely  say,  however,  that  if  the  means 
of  livelihood  in  the  community  center  is  made  reasonably  attractive, 
some  of  these  fully  trained  physicians  are  available. 

It  is  impossible  to  estimate  the  number  of  partly  trained  physicians 
who  might  be  attracted  into  centers.  A  mere  listing  of  the  number  of 
orthopedists,  neurologists,  etc.,  would  be  of  no  significance,  since  the 
element  of  enthusiasm  for  rehabilitation  and  readiness  for  the  con- 
cept are  personal  matters.  One  way  in  which  the  available  supply  of 
physicians  can  be  more  effectively  utilized  is  for  the  center  to  share 
the  services  of  a  physician  with  the  community  hospital  or  perhaps 
with  other  community  facilities,  where  the  need  for  his  training  is  also 
great.  This  sharing  of  physicians,  of  course,  would  apply  chiefly  to 
the  smaller  center  or  the  newer  center  not  yet  fully  functioning. 


CONSULTATIVE  MEDICAL  SERVICE  FOR  THE  CENTER 

As  mentioned  briefly  above,  the  medical  problems  arising  in  rehabili- 
tation are  sufficiently  diverse  and  complicated  that  some  form  of  con- 
sultative medical  service  is  essential.  Whether  this  is  a  formal  con- 
sultative service  within  the  center,  or  whether  informally  within  the 
medical  community,  does  not  change  the  recognition  of  the  need. 

The  exact  specialists  necessary  for  consultation  will  depend  on  the 
character  of  the  patient  load.  If  the  center  is  handling  patients  with 
primary  emotional  disabilities  or  with  chronic  physical  disabilities 
with  large  factors  of  emotional  malajustment,  the  psychiatrist  is  a  key 
consultant.  If  final  assessment  of  neurological  diagnosis  and  prog- 
nosis is  important,  or  if  a  drug  program  as  in  Parkinsonism  or  epilepsy 
is  a  part  of  rehabilitation,  then  a  neurologist  becomes  a  key  consult- 
ant, A  large  patient  load  of  cardiacs  and  arthritics  requires  the  serv- 
ices of  an  internist.  In  orthopedic  problems,  the  possible  needs  of 
surgery,  even  late  in  the  disability,  should  not  be  forgotten  and  so  the 
orthopedic  surgeon  comes  to  the  fore.  If  the  key  physician  has  not 
had  special  training  in  the  management  of  brace  and  prosthetic 
problems,  here  too  the  orthopedist  is  necessary. 
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THE  CENTER  IN  RELATION  TO  THE  MEDICAL  COMMUNITY 

Although  the  rehabilitation  center  may  not  consider  itself  primarily 
a  medical  institution,  since  it  is  dealing  with  the  later  phases  of  the 
management  of  patients,  it  will,  by  necessity,  operate  as  part  of  or  in 
relationship  to  the  medical  community  as  a  whole.  This  relationship 
may  be  established  by  the  policy  of  the  institution  or,  in  individual 
patients,  the  center  may  operate  in  different  relationships  to  the  med- 
ical community  outside  the  center. 

For  some  patients,  the  center  is  operating  as  a  consultation  service 
to  a  referring  physician.  The  physician  sends  the  patient  to  deter- 
mine the  potential  for  rehabilitation  and  then,  after  back-consultation, 
for  necessary  services  to  achieve  an  agreed-upon  goal.  Here,  the  in- 
terchange of  information  between  the  center  and  the  physician  re- 
questing consultation  is  a  major  factor  for  success.  The  referring 
physician  keeps  active  contact  with  the  patient  and  may  be  considered 
an  extramural  member  of  the  rehabilitation  team. 

A  second  type  of  relationship  with  referring  physicians  is  where 
the  patient  is  referred  for  services  to  the  center,  leaving  the  establish- 
ment of  goals  and  methods  of  treatment  to  the  center.  This  difference 
between  a  referral  and  consultation  is  well  recognized  among  physi- 
cians, and  should  be  understood  in  the  center.  In  the  case  of  the 
referral,  the  intimate  contact  with  the  referring  physician  is  less,  and 
the  scope  of  activity  of  the  center  is  less  limited.  However,  the  need 
for  exchange  of  information  is  nontheless  important  since  the  patient 
will  usually  be  referred  back  to  his  physician  upon  leaving  the  center. 

Some  centers  have  operated,  and  continue  to  operate,  on  the  basis 
that  the  referring  physician  is  the  prescribing  physician  for  rehabili- 
tation. Such  an  arrangement  may  be  popular  with  the  referring 
physician  who  does  not  fully  understand  the  potentials  of  a  rehabilita- 
tion center,  but  in  many  instances  it  markedly  restricts  the  effective- 
ness of  rehabilitation  from  the  patient's  point  of  view.  From  the 
discussion  above,  it  is  apparent  that  the  prescribing  of  physical  re- 
storative therapy  requires  special  training.  It  is  too  much  to  expect 
that  the  vast  majority  of  referring  physicians  possess  this  necessary 
knowledge.  Therapists  receiving  vague  orders  are  not  in  a  position 
to  expand  their  education  by  experience  in  the  center  as  they  would 
if  the  prescription  were  written  by  a  close  associate  with  whom  they 
could  consult  frequently.  In  a  more  general  sense,  this  arrangement 
of  outside  prescribing  physicians  restricts  the  potential  of  the  center. 
To  may  knowledge,  the  legal  responsibilities  involved  under  such  an 
arrangement  have  never  been  fully  clarified. 

The  fourth  mode  of  relationship  with  the  medical  community  is  the 
situation  where  the  patient  is  referred  to  the  center  by  a  nonmedical 
agency  or  when  the  patient  refers  himself.    Such  a  mode  of  referral 
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may  be  against  the  policy  of  the  center,  but  instances  will  constantly 
arise.  When  such  a  patient  is  accepted,  the  center  physician  cannot 
acquire  the  necessary  medical  facts  merely  from  talking  with  and 
examining  the  patient.  It  is  essential  that  contact  with  the  original 
treating  physician  be  reopened  to  acquire  the  necessary  background 
information  and,  if  that  physician  desires  it,  to  bring  him  into  the 
role  of  a  directly  referring  physician.  When  the  medical  facts  can- 
not be  acquired  from  the  original  treating  physician,  then  the  center 
may  need  to  arrange  special  examinations  and  tests  from  another 
physician  or  clinic.  The  center  would  be  unwise  to  work  with  any 
patient  who  is  a  medical  enigma. 


THE  CENTER  PHYSICIAN  AND  DEFINITIVE  MEDICAL  CARE 

The  phrase  "rehabilitation  is  a  third  phase  of  medicine"  has  been  a 
useful  one  in  highlighting  the  continual  medical  problem  which  con- 
fronts the  patient  in  the  course  of  rehabilitation,  but  it  has  been  a 
delimiting  concept  in  that  it  implies  that  definitive  medicine  and  re- 
habilitation are  separate.  Not  only  does  effective  rehabilitation  begin 
early  in  convalescence  within  the  hospital,  but  also,  the  recurrent 
needs  for  definitive  medicine  arise  frequently,  even  late,  in  rehabilita- 
tion. Experience  has  shown  that  so-called  "static"  disabilities  are 
rarely  static.  The  constantly  recurring  medical  needs  make  it  im- 
portant that  the  center  have  the  channels  for  ready  referral  back  into 
the  community  of  definitive  medical  care.  Part  of  the  role  of  the 
center  physician  is  to  maintain  these  channels. 
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Personnel  Recruitment 
Selection  and  Retention 


hy  HARLAN  E.   LANCE 

Administrator,   The   Rehabilitation  Institute   of   Chicago, 
Chicago,  III. 

and  R.  H.  LANDES 

Assistant  Superintendent,  Engineers  Standards  Departments 
Western  Electric  Co.,  Hawthorne,  Chicago,  III. 


GROWTH  OF  REHABILITATION   EFFORT 

In  1947  the  Baruch  Committee  on  Physical  Medicine  listed  twenty 
facilities  in  the  United  States  that  provided  various  types  of  rehabili- 
tation services.  The  New  York  Times,  in  1947,  published  a  directory 
listing  252  agencies,  organizations  and  centers  offering  services  to  the 
handicapped  and  disabled.  In  a  statement  (1948-49),  87  additional 
facilities  in  the  field  of  cerebral  palsy  treatment  were  reported. 

The  Federal  Office  of  Vocational  Kehabilitation  and  the  National  So- 
ciety for  Crippled  Children  and  Adults  in  1952  sponsored  a  conference 
of  rehabilitation  centers.  The  organization  known  as  the  Conference 
of  Rehabilitation  Centers  was  established  in  1954  and  holds  yearly 
meetings.  The  Conference,  through  a  grant  from  the  Office  of  Voca- 
tional Rehabilitation,  established  this  Institute  on  Rehabilitation 
Center  Planning  in  an  attempt  to  assist  interested  lay  and  profes- 
sional personnel  in  the  sound  progress  of  the  rehabilitation  center 
movement. 

The  Congress  of  the  United  States  is  making  an  annual  Federal  in- 
vestment in  the  rehabilitation  of  the  handicapped.  In  the  fiscal  year 
ending  June  30, 1955,  $24,500,000  was  appropriated ;  in  the  year  end- 
ing June  30,  1956,  Congress  appropriated  $30,000,000;  in  the  year 
ending  June  30, 1957,  $55,000,000  probably  will  be  appropriated.  By 
1959,  it  is  anticipated  that  the  Federal  Congress  will  appropriate 
$60,000,000.  The  funds  are  available  to  individual  States;  they  in 
turn  may  match  the  amounts  granted.  Some  of  the  Federal  funds 
are  to  be  used  to  assist  the  States  in  establishing  rehabilitation 
facilities. 

The  Federal  Congress  has  appropriated  additional  sums  for  special 
project  grants  which  also  require  matching  of  State  funds.    The  Gov- 
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ernment  is  attempting  to  broaden  tlie  services  and  categories  of 
persons  eligible  for  rehabilitation  training.  As  a  result,  a  tremendous 
expansion  of  rehabilitation  facilities  is  occurring  throughout  the 
United  States.  Each  planning  group  develops  its  own  methods  of 
solving  the  problems  of  the  disabled.  The  result  is  a  variety  of  re- 
habilitation programs,  each  with  its  own  specialization  and  teclinique. 
Many  of  the  programs  were  planned  to  solve  only  a  part  of  the  prob- 
lems that  the  physically  handicapped  person  actually  faced.  We  are 
beginning  to  appreciate  the  capacity  of  the  handicapped  person  to 
respond  to  comprehensive  rehabilitation  efforts. 

In  addition  to  an  awareness  in  this  country,  there  is  an  increasing 
recognition  throughout  the  world  of  the  need  of  the  disabled.  Many 
nations  are  sending  physicians,  therapists,  and  technicians  to  this 
country  to  receive  training  so  that  rehabilitation  services  to  their 
handicapped  citizens  can  be  planned. 


COMMUNITY  PLANNING  FOR  REHABILITATION 

A  community  survey  of  the  needs  and  a  plan  of  operation  are  required 
in  order  to  convince  the  local  community  leadership  of  the  validity  of 
a  rehabilitation  program  and  its  purposes.  A  sound  and  substantial  re- 
habilitation program  can  begin  with  the  most  meager  facilities  and 
limited  funds.  A  part  of  the  plan  of  operation  should  include  methods 
of  integrating  the  services  within  the  center  and  in  the  community,  ad- 
ministrative policies,  services,  staff- — job  descriptions  and  qualifica- 
tions— admissions,  discharges,  budgets  and  consultants.  Large  centers 
of  population  can  establish  a  comprehensive  program  under  a  central- 
ized control.  Smaller  rehabilitation  agencies  with  limited  facilities 
have  to  depend  upon  the  cooperation  of  other  community  resources  in 
order  to  be  able  to  implement  the  needs  of  their  clients. 


PROFESSIONAL  PERSONNEL  SHORTAGES 

Laws  may  be  passed  and  the  necessary  moneys  appropriated,  but 
specialized  programs  meeting  the  needs  of  the  handicapped  can  come 
into  being  only  when  we  have  specially  trained  persons  —  doctors, 
nurses,  therapists,  speech  correctionists  and  rehabilitation  agents, 
psychologists  and  social  workers  interested  in  the  problem  of  rehabili- 
tation. One  of  the  greatest  barriers  encountered  in  developing  pro- 
grams throughout  the  country  is  the  lack  of  trained  personnel. 

The  professions  trained  in  treating  the  handicapped — occupational 
therapists,  physical  therapists,  nurses,  psychologists,  social  workers, 
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vocational  counselors,  et  al. — have  experienced  a  rapid  growth.  In 
1942,  there  were  only  four  approved  occupational  therapy  schools 
offering  training.  A  similar  situation  existed  in  the  field  of  physical 
therapy.  At  the  present  time  there  are  approximately  30  occupa- 
tional therapy  schools  approved  by  the  American  Medical  Association 
Council  on  Medical  Education  and  Hospitals,  and  some  37  approved 
physical  therapy  schools.  Professional  training  in  these  fields  is 
located  throughout  the  country  in  colleges,  universities,  and  hospitals. 
Even  with  the  rapid  growth  of  training  schools,  the  American  Occu- 
pational Therapy  Association  reports  that  at  the  present  time  there 
are  approximately  5,000  registered  occupational  therapists  in  the 
United  States,  3,000  of  whom  are  actively  engaged  in  the  profession. 
Physical  therapy  schools  have  trained  7,000  qualified  physical  thera- 
pists. There  are  some  6,500  trained  medical  and  psychiatric  social 
workers  currently  employed,  and  2,500  budget  vacancies  in  this  pro- 
fession. There  are  currently  in  the  United  States  approximately 
400,000  professional  nurses  in  active  practice.  Vacancies  in  nursing- 
positions  ranging  from  10  to  20  percent  have  been  reported.  In  1952 
there  were  6,300  medical  and  psychiatric  social  workers.  In  1954 
there  were  some  3,700  psychologists  employed  in  clinical  psychology. 
The  American  Speech  and  Hearing  Association  reports  approxi- 
mately 3,000  trained  therapists  who  meet  the  professional  standards 
of  the  organization. 

Prospects  for  the  employment  of  rehabilitation  counselors  over  the 
next  4  years,  based  upon  informed  estimates,  reveal  that  to  achieve 
the  President's  goal  of  rehabilitating  200,000  disabled  persons  annu- 
ally by  1959,  an  additional  3,500  to  4,000  rehabilitation  counselors 
will  be  required  by  the  State  agencies  alone.  With  the  many  rehabili- 
tation centers  and  the  large  number  of  schools  and  other  agencies 
engaged  in  the  education  and  rehabilitation  of  disabled  persons,  it 
seems  reasonable  to  expect  the  number  of  counselors  needed  will  be 
considerably  larger  than  4,000. 

Even  with  the  growth  of  training  facilities,  we  are  not  preparing 
enough  trained  therapists  to  handle  the  expanding  needs  of  rehabili- 
tation centers.  The  American  Occupational  Therapy  Association 
reports  a  need  today  of  at  least  12,000  more  occupational  therapists. 
The  Physical  Therapy  Association  indicates  that  21,000  physical 
therapists  are  needed.  It  is  estimated  that  there  is  need  for  13,000 
additional  social  workers.  Many  estimates  have  been  made  in  pro- 
fessional nursing  for  the  next  few  years ;  one  estimate  of  500,000  by 
1960  is  considered  low  by  some  authorities.  The  American  Speech 
and  Hearing  Association  has  a  goal  of  20,000  trained  and  qualified 
speech  therapists. 

Therapists  are  not  distributed  evenly  throughout  the  country,  nor 
are  the  training  facilities  distributed  proportionately  in  relation  to 
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geography.  The  middle  Atlantic  and  Pacific  States  have  consider- 
ably more  therapists  than  would  be  expected  on  the  basis  of  popula- 
tion.    In  the  east-south  central  area  we  find  the  fewest  therapists. 

Continued  expansion  and  development  of  rehabilitation  centers 
emphasizes  the  need  for  the  training  of  additional  young  people  in 
order  to  meet  the  pressing  shortages  of  trained  professional  workers 
in  the  field. 


RECRUITMENT  OF  PERSONNEL 

Therefore,  the  problems  of  acquiring  a  team  to  treat  physically  handi- 
capped persons  is  a  problem  that  must  be  faced  by  those  who  are 
responsible  for  the  planning,  development  and  operation  of  rehabili- 
tation centers.  The  agency  should  be  aware  of,  and  observe  the  follow- 
ing suggestions  in  recruiting : 

1.  Good  public  relations  in  contacts  with  potential  professional 
staff  members  and  their  professional  organizations  should  be  observed. 

2.  Facts  should  be  clearly  presented  as  to  program,  administration, 
type  and  extent  of  supervision  available,  job  descriptions  and 
evaluations. 

3.  Well-defined,  written  personnel  policies  will  reflect  current  em- 
ployment practice  covering  such  basic  items  as  salary  classifications 
and  increments,  holidays,  vacations,  sick  leave,  retirement  and  other 
"fringe  benefits." 

Creative  leadership,  good  supervision,  medical  direction  and  pro- 
fessional consultation  help  recruit  desirable  employees. 

Of  tremendous  aid  in  the  recruitment  of  personnel  is  the  develop- 
ment of  a  sound  statement  on  personnel  practices.  A  written  per- 
sonnel policy  is  an  expression  of  interest  and  good  faith  on  the  part 
of  management.  It  serves  to  avoid  misunderstanding  on  the  part  of 
employees  as  to  the  nature  of  personnel  policies,  practices,  rules  and 
regulations. 


DETERMINATION  OF  PERSONNEL  FUNCTIONS 

Having  determined  the  type  of  personnel  required  to  staff  the  organi- 
zation, we  must  know  very  specifically  what  to  look  for  in  the  selec- 
tion of  the  individuals  to  fill  the  jobs.  We  think  that  this  should  be 
a  matter  of  a  great  deal  of  thought  and  also  a  matter  of  record.  Fail- 
ing this,  it  is  easy  to  be  swayed  by  the  personality  of  the  individual 
and  we  may  find  that  the  person  hired  does  not  really  meet  all  of  the 
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requirements.  To  do  this  requires,  first  of  all,  a  careful  analysis  of 
what  the  absolute  requirements  of  the  job  are,  and  also  the  borderline 
requirements,  i.  e.  duties  which  we  would  like,  for  the  sake  of  flexi- 
bility, to  have  the  person  selected  capable  of  doing  beyond  the  mini- 
mum requirements. 


JOB  DEFINITIONS 

Having  then  completely  analyzed  the  full  functions,  the  position 
itself  is  defined. 


Duties 

The  definition  of  the  position  should  be  written  in  concise  but  com- 
plete form,  outlining  the  job  to  be  done.  For  example,  a  definition  of 
a  speech  therapist  would  be  something  like  this : 

Apply  speech  therapy  for  correction  of  speech  defects  in  accordance  with  treat- 
ment prescribed  by  speech  pathologist  either  to  individuals  or  groups.  Analyze 
and  appraise  progress  of  patients,  recommend  alternative  treatment  to  patholo- 
gist and  devise  new  methods  and  instruments  for  treatment  proposed  to  patholo- 
gist. Resourcefulness  required  in  method  of  approach  and  explanation  to 
patients.  Must  be  sure  patient  understands  v^hat  he  is  to  do,  and  see  that  he 
does  it.  Consults  with  speech  pathologist  on  any  problem  cases.  Cooperates 
with  other  members  of  rehabilitation  team  as  to  timing,  planning,  and  any  other 
phase  of  integrated  treatment.  Prepares  talks  and  papers  for  own  professional 
groups  or  publications,  as  well  as  making  public  presentation  to  professional, 
civic,  educational  or  other  groups. 

Professional  Training  Requirements 

Naturally  there  will  be  minimum  professional  requirements  which 
we  will  have  decided  upon  in  our  analysis  mentioned  previously. 
This  will  include  the  degrees  required,  together  with  the  type  of 
specialization  which  they  must  have  followed  in  their  schooling. 
It  will  also  involve  an  outline  of  the  requirements  of  the  school  and 
faculty  standards  under  which  the  degree  was  obtained,  and  any  re- 
quirements for  internship.  For  example,  the  professional  require- 
ments for  the  speech  therapist's  job  described  previously  might  read 
as  follows: 

B.  A.  degree  from  recognized  school  with  a  major  in  speech  correction, 
psychology  or  education. 

M.  A.  from  an  accredited  school,  specialization  in  speech  correction  and 
psychology  or  education. 
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Associate  or  eligible  for  associate  or  clinical  member  of  the  American  Speech 
and  Hearing  Association  (ASHA).  Professional  schooling  must  have  been  under 
a  professor  who  is  a  professional  member  or  fellow  of  ASHA  holding  an  M.  A., 
Ph.  D.  or  M.  D.  degree  with  at  least  4  years  postgraduate  experience. 


Experience  Requirements 

The  third  element  of  our  job  specification  lias  to  do  with  the  required 
experience.  In  the  field  of  experience  the  latitude  will  be  somewhat 
greater,  since  no  two  people  will  have  identical  experience.  There 
are,  however,  certain  types  of  experience  which  are  a  "must."  For  ex- 
ample, the  individual  must  have  learned  how  to  teach,  since  almost 
any  of  our  positions  involve  very  intensively  the  teaching  elements. 
Also,  experience  in  dealing  with  the  handicapped  may  be  extremely 
important  in  order  to  have  developed  the  proper  attitude  toward 
patients  with  whom  he  or  she  is  going  to  associate.  This  element  of 
the  job  specifications  might  read : 

Experience  equal  to: 

(1)  A  high  school  or  college  teacher  for  2  years,  in  which  he  taught  or  dealt 
with  speech,  hearing  or  associated  problems,  or 

(2)  Two  years  in  a  speech  and  hearing  clinic,  dealing  with  problems,  such  as 
stuttering,  cleft  palate,  delayed  or  retarded  speech  and/or  cerebral  palsy  speech 
and  hearing  as  well  as  simple  articulartory  problems,  or 

(3)  Two  years  as  speech  therapist  in  a  rehabilitation  center  which  has  medical 
direction. 


Personal  Qualifications 

The  job  specification  should  outline  the  desired  personal  requirements. 
This  will  be  very  helpful  to  the  interviewer.  For  the  speech  therapist, 
the  example  that  we  have  used,  we  feel  these  might  be : 

Individuals  for  this  position  must  be  stable,  mature,  professionally  secure,  co- 
operative and  flexible,  alert,  observant,  sensitive  to  symptoms  as  well  as  to  emo- 
tional or  treatment  reaction  of  patient,  and  have  a  sense  of  responsibility  to  public 
groups. 


Interrelationships 

The  fifth  and  last  part  of  the  job  specification  is  a  clear  statement  of 
where  this  job  fits  into  our  whole  hierarchy  of  positions,  and  the  per- 
sons or  persons  to  whom  this  individual  will  be  accountable. 

In  the  case  of  the  example,  the  speech  therapist  "is  responsible  to 
the  consulting  pathologist  or  the  full-time  speech  pathologist  and/or 
the  medical  director." 

The  selection  of  personnel  to  staff  the  Center  is  of  utmost  importance 
and  the  first  step  is  to  clearly  specify  the  position. 
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EVALUATION  OF  STAFF  POSITIONS 

Having  tlius  completely  analyzed  the  job  and  written  a  complete  speci- 
fication thereof,  a  measurement  or  evaluation  can  readily  be  made. 
This  can  best  be  done  by  utilization  of  a  position  evaluation  plan 
wherein  the  various  aspects  of  the  job  are  scored,  giving  weight  to 
each  factor  in  accordance  with  the  degree  to  which  it  is  required. 
Such  a  plan  usually  consists  of  about  twelve  different  factors,  such  as : 

1.  Mental  development  (education). 

2.  Prof essional knowledge  (experience). 

3.  Analytical  ability. 

4.  Judgment. 

5.  Resourcefulness. 

6.  Responsibility  for  accuracy. 

7.  Contact  with  others. 

8.  Responsibility  for  work  of  others. 

9.  Instruction  received. 

10.  Working  conditions  or  hazards. 

11.  Physical  and  mental  demands. 

12.  Supervisory  responsibility. 

Each  of  these  factors  is  evaluated  separately  in  accordance  with  a 
standard  which  provides  for  different  degrees  and  varying  numerical 
point  values  for  each  degree.  The  total  number  of  points  for  each 
position  places  it  in  its  relative  monetary  value  compared  with  all 
other  positions.  By  utilization  of  such  an  objective  evaluation,  it 
eliminates  much  of  the  managerial  judgment  and  provides  a  sound 
basis  uj)on  which  to  establish  salaries. 


BASIC  PERSONNEL  POLICIES 

Salaries 

Pay  policy  is  a  most  important  consideration  in  staffing  and  maintain- 
ing a  staff  of  a  rehabilitation  center.  The  first  fundamental  decision 
which  must  be  made  is,  do  we  want  to  pay  the  same  as  other  similar 
types  of  organization,  which  will  enable  us  to  hire  only  average  indi- 
viduals, or  do  we  want  to  pay  above  the  average  of  others  and  be  in  the 
position  of  securing  the  cream  of  the  crop,  or  do  we  want  to  attempt 
to  cut  costs  by  paying  less  than  other  similar  organizations  and  be 
faced  with  possibility  of  high  turnover,  poorer  service  and  personnel 
who  are  not  satisfied  and  who  create  an  atmosphere  not  conducive  to  a 
well  integrated,  cooperative  force.  This  is  a  decision  which  must  be 
faced  by  every  organization  in  building  and  maintaining  a  staff. 
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It  must  be  recognized  that  costs  may  not  be  determined  as  much 
by  the  money  paid  as  the  efficiency  of  the  staff.  In  other  words,  it  is 
quite  possible  that  the  higher  paid  staff  may  be  the  most  economical 
on  a  pure  money  basis  and  go  far  to  building  up  the  prestige  and 
reputation  of  an  organization. 

Having  made  this  broad  decision,  it  will  be  necessary  to  secure  infor- 
mation from  all  sources  possible  as  to  what  others  are  paying  these 
positions  or  other  somewhat  similar  positions.  Here  we  will  find  a 
wide  disparity  in  different  organizations  and  probably  the  best  pro- 
cedure is  to  secure  an  average  from  as  large  a  list  as  possible.  "Wlien 
using  our  relationship  chart  showing  the  relative  value  of  our  dif- 
ferent positions,  we  may  find  that  rates  paid  by  others  do  not  follow  the 
same  relationship  that  we  have  established  by  our  evaluation.  If, 
however,  we  are  sure  that  our  evaluation  has  been  correctly  made,  we 
will  be  able  to  establish  rates  for  each  of  the  positions  much  more  in- 
telligently. Furthermore,  with  the  evaluation,  we  should  know  better 
how  to  rationalize  the  data  which  we  have  secured  from  other  organiza- 
tions in  order  to  establish  a  series  of  reasonable  salaries  which  will 
prove  satisfactory.  It  must  be  realized  that  any  scale  of  salaries  estab- 
lished must  have  some  flexibility ;  that  the  law  of  supply  and  demand 
operates  just  as  surely  in  a  rehabilitation  center  as  it  does  in  industry. 

Fringe  Benefits 

Another  important  part  of  the  wage  policy  has  to  do  with  the  so-called 
"fringe  benefits"  such  as  retirement  plans,  insurance,  sick  leave,  hos- 
pitalization, educational  leave,  vacations  and  holidays.  Here  again, 
one  of  the  important  considerations  is,  "Wliat  do  other  organizations 
do?"  I  do  not  mean  to  infer  that  we  must  meet  all  of  the  "fringe" 
traditions  of  other  organizations  or  that  we  should  not  be  more  liberal, 
but  a  good  starting  point  in  our  consideration  is  what  others  do.  It  is 
inescapable  that  the  attitudes  of  our  employees  will  be  particularly 
shaped  by  the  treatment  we  give  them.  For  example,  if  we  give  only 
3  holidays  where  others  pay  for  6,  our  employees  will  feel  that  they 
are  being  discriminated  against. 

Worl<ing  Conditions 

Of  equal  or  perhaps  even  greater  importance  than  pay  is  the  atmos- 
phere which  we  build  up  in  the  organization.  I  think  we  should 
realize  that  most  of  the  people  working  in  rehabilitation  centers  have 
chosen  their  profession  for  one  or  more  of  several  reasons.  They  are 
interested  in  the  services  they  render,  in  the  professional  status  which 
they  hope  to  maintain,  natural  liking  for  this  type  of  work,  or  perhaps 
even  other  reasons.    Every  such  person  is  primarily  interested  in : 
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1.  A  congenial  environment,  surrounded  by  compatible  co-workers. 

2.  Highly  competent  superiors  who  can  give  them  the  advice  and 
support  needed. 

3.  A  feeling  of  professional  importance  and  security. 

4.  An  opportunity  to  progress  professionally  and  be  recognized  for 
achievements. 

5.  Adequate  and  high  quality  equipment  with  which  to  work. 

6.  Opportunity  to  locate  in  an  area  where  off -hours'  time  may  be 
spent  with  congenial  companions  and  adequate  recreational  facilities. 

Kecognizing  the  natural  needs  of  the  type  of  people  whom  we  will 
employ  will  enable  us  to  create  an  esprit  de  corps  which  cannot  be 
bought,  but  must  be  developed.  This  will,  to  a  large  degree,  depend  on 
the  type  of  management  directing  the  center  and  must  be  wooed 
assiduously. 

Kehabilitation  is  the  result  of  teamwork  on  the  part  of  all  persons. 
A  well-trained,  properly  supervised  team  can  materially  shorten  the 
period  of  disability.  Conversely,  inefficient,  poorly  trained,  improp- 
erly supervised  technicians  can  prolong  the  period  of  disability. 


SOURCES  OF   PERSONNEL 

A  person  charged  with  the  responsibility  of  recruiting  staff  should  use 
all  of  the  available  means  at  his  disposal.  Among  the  recruitment  serv- 
ices, the  following  may  prove  productive : 

( 1 )  Professional  organizations. — Some  placement  services  are  made 
available  for  physical  and  occupational  therapists  through  their  pro- 
fessional organizations.  The  national  office  of  the  Physical  Therapy 
Association  handles  the  recruitment  for  emergent  poliomyelitis  every 
year.  Limited  additional  services  in  recruitment  of  physical  therapists 
may  be  received  through  the  American  Kegistry  of  Physical 
Therapists. 

The  American  Speech  and  Hearing  Association  does  not  have  a 
placement  service  for  its  members,  but  some  pathologists  are  registered 
for  placement  with  services  provided  by  the  Speech  Association 
of  America. 

The  Nurses  Association  at  the  present  moment  is  establishing  a 
placement  and  counseling  service  for  its  profession. 

The  Institute  for  the  Crippled  and  Disabled  in  New  York  has 
undertaken  a  program  of  training  for  rehabilitation  administrators. 

(2)  Contact  should  be  established  with  the  professional  schools 
located  throughout  the  country  which  conduct  courses  in  the  field  of 
rehabilitation.  Most  of  the  universities  have  a  placement  service  for 
their  graduates. 
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(3)  The  various  professional  groups  have  State  affiliates  who  may 
be  able  to  help  recruit  people.  These  State  groups  have  knowledge 
of  personnel  who  are  interested  in  rehabilitation  programs. 

(4)  In  some  cities  there  are  professional  groups  which  can  be 
interested  and  which  might  be  of  invaluable  assistance  to  persons 
charged  with  the  responsibility  of  recruitment. 

(5)  The  National  Society  for  Crippled  Children  and  Adults  estab- 
lished a  national  personnel  registry  and  employment  service  in  Sep- 
tember 1945  and  serves  as  a  clearinghouse  to  insure  the  best  use  of 
services  of  those  qualified  by  training,  experience  and  interest  in  work 
with  the  physically  handicapped. 

The  National  Personnel  Registry  of  the  Society  publishes  a  quarterly 
employment  bulletin. 

(6)  We  should  not  overlook  the  services  available  through  the 
professional  employment  agencies,  especially  those  handling  medical 
personnel. 

(7)  Most  of  the  professions  publish  a  journal  which  carries  adver- 
tisements and  employment  notices.  These  journals  are  widely  read 
and  circulated  among  professional  workers  in  the  field. 

(8)  Through  selective  use  of  publicity — newspaper,  radio  and  tele- 
vision— some  of  the  trained  persons  who  have  left  the  profession  for 
one  reason  or  another  may  be  recruited  for  specific  purposes  in  local 
areas.  Most  persons  trained  as  therapists  are  women,  many  of  whom 
have  married  and  have  had  children.  These  might  be  brought  back 
to  help,  either  on  a  part-time  or  a  full-time  basis. 

More  young  men  are  beginning  to  enter  the  therapy  fields.  This 
is  a  wholesome  development,  for  they  tend  to  remain  longer  in  their 
jobs  than  do  women  employees.  The  therapies  are  beginning  to 
attract  people  from  allied  fields,  such  as  manual  and  industrial  arts 
majors  and  physical  education  majors.  These  people  need  to  supple- 
ment their  skills  with  a  medical  background. 

The  preparation  of  a  recruitment  manual  explaining  the  center's 
functions  and  objectives  may  be  an  aid  in  recruiting  desirable 
employees. 


RESPONSIBILITIES  OF  MANAGEMENT 

Center  management  should  have  clearly  defined  policies  on  staff  selec- 
tion, particularly  as  regards  service  directors  and  other  principals. 
The  selection  of  staff  members  must  be  based  upon  competence  in 
their  respective  professions,  disciplines  and  skills.  The  broad  areas 
of  professional  competence  are  Avell  defined  by  the  professions  them- 
selves.   Those  charged  with  the  responsibility  of  staff  selection  should 
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be  aware  that  the  curricula  of  the  various  training  schools  may  be 
lacking  in  certain  respects : 

1.  Limited  knowledge  of  other  professional  areas  and  responsibili- 
ties in  rehabilitation. 

2.  Curricula,  in  general,  lack  courses  that  deal  with  the  development 
of  effective  interpersonnel  relationships.  Such  concepts  as  loyalty  to 
the  organization,  organizational  structure,  channels  of  authority  and 
communication,  and  staff  relationships  are  "Greek"  to  the  new  pro- 
fessional worker.  Substantial  periods  of  experience,  working  in  a 
facility  where  interdisciplinary  relationships  are  met  and  complex 
problems  of  the  handicapped  handled,  frequently  are  lacking  in  the 
clinical  practice  of  the  various  professions. 

The  techniques  of  the  team  relationship  have  been  learned  by  many 
of  us  through  bitter  experience.  This  could  be  prevented  by  proper 
preparation  during  the  training  period. 

The  service  chiefs  and  medical  supervisor,  having  indicated  their 
choice  of  employee  for  a  specific  position,  a  simple  hiring  procedure 
should  be  established.  This  can  be  accomplished  through  a  general 
discussion  of  the  policies  and  operation  of  the  center  in  which, 
administratively,  we  define  his  position,  explaining  the  personnel 
policies  of  the  center  in  relation  to  wages,  leaves,  vacations,  sick  leave 
and  holidays,  and  other  "fringe  benefits." 

New  employees  should  be  provided  with  an  opportunity  for  profes- 
sional growth  and  advancement. 

Help  should  be  given  the  new  employee  with  any  difficulties  he  may 
have  in  relation  to  housing  and  the  like. 


RETENTION  OF   PERSONNEL 

Having  recruited,  selected  and  employed  qualified,  progressive, 
creative  personnel,  the  organization  must  stimulate  and  satisfy  their 
desires  if  the  center  is  to  retain  their  services.  In  order  to  satisfy 
the  needs  of  its  staff,  the  organization  must  create  an  atmosphere  to 
which  each  can  make  a  contribution.  In  other  words,  an  opportunity 
for  teamwork  must  exist. 

"Teamwork"  has  become  a  fashionable  term.  We  hear  of  it  in 
industry,  science,  community  action,  medicine,  education,  rehabilita- 
tion, and  in  almost  every  other  endeavor  where  men  work  together  for 
mutual  goals.  It  is  too  often  assumed  that  a  group  admitting 
interest  in  a  problem  guarantees  cooperation  and  efficiency.  The 
rehabilitation  team  should  include  all  the  areas,  physical,  medical, 
social,  vocational  and  economic.  Some  among  the  team's  membership 
must  understand  all  the  skills  and  knowledge  necessary  to  help  a 
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seriously  disabled  person.  Obviously,  teamwork  is  an  ideal.  We 
must  be  able  to  understand,  if  we  are  to  overcome,  the  factors  which 
prevent  a  good  spirit  of  teamwork,  some  of  which  might  be : 

1.  Professional  people  are  not  necessarily  cooperative  people. 

2.  Previous  experience  may  have  been  professionally  isolated.  (A 
teamworker  must  learn  not  only  his  area  of  maximum  effectiveness, 
but  also  have  an  understanding  of  the  needs  other  than  those  with 
which  he  is  dealing) . 

3.  We  must  understand  that  the  patient  must  assist  to  the  fullest 
extent  of  his  capacity  to  achieve  the  goals  established  for  him. 

4.  Long  education  in  a  profession  often  leads  the  individual  to  a 
conscious  or  unconscious  assumption  that  treatment  is  centered  in  that 
particular  profession. 

5.  All  of  the  professions  associated  with  rehabilitation  are  dynamic 
and  continually  expanding.  An  individual  finds  it  difficult  to  keep 
up  with  the  advances  in  his  own  profession.  Knowledge  of  other 
fields  is  often  out-dated  or  superficial. 

6.  Sometimes  individuals  in  their  professions  are  in  unconscious 
competition  for  control  of  the  client.  The  professions  allied  to  medi- 
cine should  be  given  responsibility  within  control. 

7.  Vested  interest  appears  even  in  the  new  field  of  rehabilitation. 
Good  team  work  cannot  exist  without  democratic  administration, 

leadership  and  good  personnel  practices.  Morale,  spirit,  team  play 
must  be  cultivated  and  encouraged.  Group  members  must  have 
mutual  respect  and  confidence  in  each  other. 

Organizations  dedicated  to  the  principles  of  teamwork  in  helping 
the  physically  handicapped  become  rehabilitated  will,  of  necessity, 
provide  a  proper  atmosphere  which  of  itself  will  tend  to  retain  the 
services  of  its  professional  staff.  Creative  leadership,  good  super- 
vision, medical  direction  and  professional  consultation  tend  to  help 
retain  the  professional  staff. 

The  agency  should  continually  study  the  professional,  administra- 
tive and  personnel  policies  of  the  center  and  suggest  changes  of  policy 
to  the  Board  which  will  make  for  the  happiest  and  most  efficient 
environment  possible. 
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Adaptation  of  Plant  and  Equipment  to 

Potential  Caseload, 

Financial  Resources,  and  Personnel 

hy  E.  J.   DESJARDINS 

Manager^  Western  Rehabilitation  Centre^  Vancouver^  B.  G. 


THE  SUBJECT  of  this  paper  covers  a  very  extensive  field  both  with 
respect  to  content  and  the  multiplicity  of  varied  centers  and  interests 
that  are  encompassed. 

Present  day  rehabilitation  centers  differ  substantially  in  many  ways. 
Differences  can  be  found  in  the  orientation  and  range  of  services  pro- 
vided ;  the  types  and  ages  of  disability  groups  served ;  the  provision 
of  services  on  an  inpatient  and/or  outpatient  basis;  the  operation  of 
centers  within  the  administrative  and  structural  environment  of  hos- 
pitals or  as  separate  community  enterprises;  and  centers  that  have 
government,  community,  or  proprietary  vested  interests.  This  is 
only  a  partial  listing  of  the  basic  differences  that  have  produced  the 
many  types  of  rehabilitation  centers  currently  in  operation. 

This  variation  in  centers  does  not,  I  believe,  result  from  diverse 
philosophies  of  rehabilitation.  I  feel  that  most  rehabilitation  centers, 
despite  the  prevalence  of  these  basic  differences,  are  operating  within 
the  framework  of  a  common  philosophy  that  has  universal  accept- 
ance. I  am  not  suggesting,  however,  that  there  is  unanimity  of 
thought  as  to  the  techniques  and  modalities  to  be  employed  in  achiev- 
ing medical,  psychological,  social,  and  vocational  rehabilitation  ob- 
jectives. I  believe  that  the  variation  in  rehabilitation  centers  is  the 
product  of  the  individual  nature  of  the  circumstances  and  influences 
to  be  found  in  each  community  situation. 

Since  each  community  has  individual  and  complex  social,  economic, 
and  industrial  patterns,  there  can  be  no  single  plan  advanced  for  the 
adaptation  of  plant  and  equipment  to  potential  caseload,  financial  re- 
sources and  personnel.  The  content  of  this  paper  can  only  be  con- 
sidered in  this  light,  with  the  emphasis  of  my  remarks  being  on 
comprehensive,  multiple-disability  community  centers  providing 
inpatient  and  outpatient  services. 
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BASIC  DETERMINATION  OF  NEED  AND   POTENTIAL 

The  basis  for  the  phmning  of  a  rehabilitation  center  is  like  trying  to 
decide  which  came  first,  the  chicken  or  the  egg.  Is  a  survey  of  the 
extent  of  the  disability  problem  in  a  community  a  necessary  prelimi- 
nary to  planning  a  center  or  can  one  base  plannin,g  on  general  assump- 
tions and  the  experiences  of  other  communities  having  established 
centers  ? 

A  survey  is  regarded  by  some  authorities  as  being  an  unnecessary 
and  costly  undertaking.  There  is  substantial  justification  for  this 
premise.  To  obtain  exact  statistical  figures  would  require  an  elaborate 
mechanism.  Even  if  a  survey  were  carried  out,  we  must  bear  in  mind 
that  statistical  evidence  of  disability  in  an  individual  does  not  neces- 
sarily imply  a  need  for  rehabilitation  services.  This  means  that  in 
addition  to  an  elaborate  mechanism  for  "nose  counting,"  facilities  for 
obtaining  medical,  social,  and  vocational  diagnoses  would  be  necessary 
to  make  the  survey  meaningful  in  terms  of  extent  and  range  of  services 
required.  Assuming  it  were  possible  to  undertake  such  a  survey  and 
thus  measure  the  dimensions  of  the  problem,  it  is  not  realistic  to  as- 
sume, in  most  cases,  that  the  funds  and  skilled  personnel  would  then 
be  found  to  establish,  at  the  onset,  a  rehabilitation  center  commensurate 
with  the  dimensions  of  the  problem. 

I  submit  that  the  planning  of  a  rehabilitation  center  can  commence 
on  the  basis  of  a  reasoned  estimate  of  the  numbers  requiring  service 
modified  according  to  the  initial  funds  available  for  capital  and  op- 
erating expenditures.  This  reasoned  estimate  can  be  formulated 
in  part  from  national  statistics  on  the  incidence  of  specific  disabling 
conditions,  current  records  of  Government  and  voluntary  health  and 
welfare  agencies,  insurance  companies,  workmen's  compensation 
boards,  and  the  experiences  of  comparable  communities  having  estab- 
lished rehabilitation  centers.  The  center  can  then  be  expanded  in  ac- 
cordance with  demonstrated  need,  increased  community  support,  and 
as  case-finding  techniques  are  improved  and  expanded. 

In  planning  a  rehabilitation  center,  much  thought  must  be  given 
to  future  as  well  as  present  requirements.  We  know  only  too  well  the 
sad  plight  of  many  institutions  whose  limited  capacity  to  expand  has 
severely  curtailed  their  usefulness  in  meeting  the  needs  of  our  rapidly 
expanding  economy  and  population. 

It  is  not  unreasonable  to  look  ahead  20  years.  At  the  onset,  town 
planning  agencies  should  be  consulted  to  determine  future  local  popu- 
lation and  economic  trends.  Capital  investments  made  today  in  de- 
veloping rehabilitation  centers  should  be  based  on  long-range  plan- 
ning. This  is  a  comparatively  new  field  of  endeavor  and  one  destined 
to  experience  tremendous  growth.  This  is  an  important  consideration 
in  favor  of  building  new  centers  in  place  of  utilizing  remodeled 
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structures.  A  new  center  not  only  provides  the  advantages  of  a 
properly  designed  building,  but  also  provides  much  greater  built-in 
latitude  for  future  planned  development. 


SELECTION  OF  A  SITE 

One  of  the  first  considerations  in  planning  is  the  selection  of  a  suitable 
site.  The  amount  of  property  required,  however,  must  first  be  de- 
termined.    In  this  regard,  these  points  should  be  considered : 

(a)  Multiple  or  single  story  structure. 

(h)  Adequate  provision  for  future  additions. 

(c)  Adequate  space  for  current  and  future  parking  needs. 

(d)  Sufficient  space  for  outside  recreation  areas  for  adults  and 
children. 

When  the  amount  of  property  required  has  been  established,  a 
number  of  factors  must  be  evaluated  in  selecting  the  site.  Some  of 
these  are : 

(a)  Proximity  of  site  to  principal  hospital  facilities. 

(b)  Suitability  of  locale  for  residential  cases. 

(c)  Proximity  of  site  to  public  transit  facilities. 

(d)  Geographic  location  of  site  in  relation  to  area  to  be  served. 
(This  is  particularly  important  in  minimizing  transportation  prob- 
lems for  outpatients.) 

(e)  Level  ground.  (This  is  not  only  important  in  obtaining  level 
entrances  and  exits  but  it  is  equally  important  in  obtaining  level  park- 
ing and  recreation  areas.) 

Other  factors  must  necessarily  be  considered,  such  as : 

(a)  Property  values  and  taxes. 

(h)  Landscaping  costs. 

(<?)   Sewage  facilities  and  drainage  problems. 

(d)  Provisions  of  the  zoning  bylaws  and  the  possibility  of  future 
amendments. 

(e)  The  possibility  of  purchasing  steam  from  an  adjoining  plant. 
(This  could  represent  a  substantial  saving  in  capital  and  operating 
costs.  However,  if  this  is  a  possible  consideration,  the  capacity  of 
the  adjoining  plant  to  supply  steam  for  future  needs  must  be  ex- 
amined.) 


ARCHITECTURAL  PLANNING 

The  detailed  planning  of  the  building  will  require  the  assistance  of 
a  qualified  architect  who  also  could  be  of  invaluable  assistance  in  the 
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selection  of  a  site.  It  is  unlikely  tliat  an  architect  will  be  available 
who  has  had  previous  experience  in  planning  rehabilitation  centers. 
One  of  the  fundamental  truths  in  the  architectural  profession  is  that 
"form  follows  function."  Much  time,  effort  and  expense  will  be  saved 
if  the  "function"  of  the  building  is  first  carefully  studied,  agreed  upon 
and  set  out  in  writing  for  interpretation  to  the  architect  and  for  his 
subsequent  reference.  This  will  necessitate  a  thorough  study  and 
delineation  of  the  type  and  number  of  disabled  to  be  served  initially ; 
services  to  be  provided  in  the  medical,  psychological,  social,  and  vo- 
cational areas ;  number  and  category  of  treatment,  administrative  and 
domestic  personnel ;  and  whether  services  are  to  be  provided  on  an  in- 
patient and/or  outpatient  basis,  to  name  but  a  few  of  the  points  that 
must  be  incorporated  in  the  written  operating  plan.  This  plan,  of 
course,  must  be  in  balance  with  the  funds  available  for  capital  and  op- 
erating expenditures.  At  the  same  time  it  is  also  necessary  to  formu- 
late a  general  outline  of  policy,  with  respect  to  future  development,  to 
serve  as  a  guide  to  planning  for  expansion. 

From  the  written  operating  plan,  space  requirements  can  be  de- 
termined and  traffic  flow  and  patient-control  patterns  developed  for  the 
effective,  organized  distribution  of  floor  space.  From  the  statement 
of  policy  regarding  future  development,  additional  space  areas  can 
be  blocked  in  and  alternative  arrangements  for  redistribution  of  floor 
space  charted.  When  expansion  is  experienced,  this  will  ensure,  on 
the  part  of  the  physical  facilities,  a  well-organized,  integrated  serv- 
ice. It  will  also  ensure  that  the  initial  building  is  properly  located  on 
the  site  to  permit  the  maximum,  orderly  growth  of  the  building  and 
parking  facilities  and,  at  the  same  time,  preserve  the  right  proportion 
of  bordering  seeded  and  planted  areas  and  the  proper  orientation  of 
the  adults'  and  children's  outside  recreation  areas. 


PROVISION   FOR  FUTURE   REQUIREMENTS 

Planning  for  larger  facilities  can  save  substantial  sums  in  future  con- 
struction costs  through  the  elimination  of  major  reconstruction  of  the 
existing  building.  The  inital  installation  of  sewer  and  water  service 
should  have  sufficient  capacity  to  meet  future  planned  requirements. 
The  location  of  these  lines  should  be  plotted  to  tie  in  with  proposed  ad- 
ditions. The  space  and  the  heating  equipment  should  have  ample  re- 
serve capacity  to  eliminate  costly  revision  or  duplication.  This  also 
applies  to  the  electrical  vault  and  switch  room.    The  provision  of  re- 
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serve  capacity  in  wiring  for  telephones,  intercommunication  phones 
and  public  annunciator  systems  should  not  be  overlooked. 

Treatment  and  service  areas  common  to  the  general  expansion  of  the 
rehabilitation  center,  such  as  the  gymnasium,  kitchen,  dining  room  and 
administrative  offices  should  also  be  taken  into  consideration.  Pro- 
vision for  the  expansion  of  such  areas  can  be  provided  for  in  a  number 
of  ways.  However,  the  gymnasium,  because  of  its  larger  cubic  area 
and  substantially  heavier  construction,  should  be  built  to  its  maximum 
size  at  the  onset.  The  large  area  that  this  will  provide  initially  will 
also  serve  as  a  meeting  place  for  large  groups,  the  need  for  which 
goes  hand  in  hand  with  the  operation  of  a  community  center.  Pro- 
vision to  expand  the  other  areas  under  consideration  can  be  effected 
as  the  situation  warrants  by : 

(a)  Using  post  and  beam  construction  on  an  appropriate  exterior 
wall  which  will  permit  the  wall  to  be  opened  at  a  minimum  of  cost. 

(h)  The  occupying  of  adjoining  areas  that  will  be  vacated  and  re- 
located in  a  new  wing.  (This  would  be  in  accordance  with  the  plan 
for  the  redistribution  of  floor  space.  This  plan  requires  the  use  of 
prefabricated,  insulated,  floating  partitions  and  the  installation  of 
roughed-in  plumbing  and  other  services  as  required.) 

Plamiing  for  expansion  is  considered  good  practice,  and  will  ensure 
the  maximum  benefit  from  dollars  available  in  the  future  for  capital 
expenditures. 


FUNCTIONAL  CONSIDERATIONS 

In  the  sequence  of  this  paper,  the  finer  details  of  planning  noAv  war- 
rant some  comment.  The  general  space  requirements  have  been  deter- 
mined and  a  pattern  of  distribution  established.  It  is  at  this  stage 
that  we  must  shift  our  emphasis  from  gross  "function"  to  the  finer 
points  of  "function."  Basically,  all  areas  of  the  building,  including 
entrances  and  exits,  should  be  designed  for  wheelchair  management. 
Among  many  other  things,  this  necessitates  the  proper  width  of  doors, 
height  of  light  switches,  size  of  clothes  closets,  height  of  beds,  width 
between  beds  and  size  of  bathrooms  and  arrangement  of  facilities. 
The  use  of  hydraulic  door  closing  mechanisms  and  spring-loaded  taps 
should  be  avoided. 

One  may  logically  enquire  why  these  specially  designed  facilities 
should  be  installed  in  a  rehabilitation  center  that  has  as  its  objective 
the  restoring  of  the  disabled  to  a  more  normal  and  standard  type  of 
environment.    The  answer  has  several  parts : 
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First,  the  facility  must  be  designed  to  meet  the  needs  of  severely 
handicapped  individuals  who  cannot  be  expected  to  achieve  self- 
care  without  specially  adapted  facilities. 

Second,  it  is  important  to  achieve  the  self-independence  of  as  many 
of  the  resident  cases  possible  in  order  to  minimize  the  number  of  staff 
required  for  their  care.  This  is  an  important  consideration  in  min- 
imizing operating  costs. 

The  third  part  has  a  psychological  reason.  If  the  mastering  of  the 
center's  facilities  appears  to  be  comparatively  easy,  the  problem  of 
successfully  initiating  and  completing  self-care  training  is  lessened. 
Once  the  satisfaction  of  being  independent  is  experienced  and  a 
routine  of  self -discipline  established,  it  is  but  a  short  step  to  graduate 
patients  to  standard  facilities  if  this  is  considered  a  practical  objective. 
The  attainment  of  independence  in  the  activities  of  daily  living  usually 
provides  the  motivation  which  makes  living  outside  of  the  institution 
a  desirable  and  realistic  objective  for  the  patient. 

The  arrangement  of  the  equipment  and  furniture  for  each  depart- 
ment is  important  in  developing  the  fine  points  of  "function."  The 
use  of  templates  cut  to  y^"  scale  will  make  it  easier  to  study  all  of 
the  alternative  arrangements  possible  in  each  area.  This  technique 
lends  itself  very  well  to  group  discussions  in  determining  the  most 
advantageous  layout.  It  is  advisable  to  prepare  an  equipment  and 
furniture  layout  plan  early  in  the  planning  stage  in  order  that  the 
most  suitable  location  of  doors,  light  switches,  electrical  and  phone 
outlets,  windows,  wash  basins  and  sinks,  and  special  lighting  fixtures 
can  be  determined.  This  is  also  important  where  items  of  equipment, 
such  as  treatment  plinths,  require  the  ceiling  to  be  reinforced  for 
the  installation  of  curtain  tracking  and  where  other  ceiling  suspended 
apparatus  is  required.  Indirect  lighting  should  be  used  in  areas 
where  patients  will  be  lying  on  treatment  plinths  facing  the  ceiling. 

A  template  representing,  to  scale,  the  width  of  a  wheelchair  and  a 
circular  template  representing  the  turning  radius,  will  be  useful  in 
ensuring  that  adequate  clearance  is  maintained  around  furnishings  and 
equipment  in  all  areas.  This  also  applies  to  the  administration  areas, 
for  it  is  possible  that  disabled  individuals  will  be  appointed  to  the 
staff. 


PROFESSIONAL  RELATIONSHIPS 

Valuable  contributions  that  could  be  made  to  the  planning  of  physical 
facilities  by  local  professional  groups  such  as  physical  therapists, 
occupational  therapists,  hospital  administrators  and  the  medical  pro- 
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fession,  should  not  be  overlooked.  This  also  has  public  relations 
value  in  that  it  engenders,  on  the  part  of  these  professional  groups, 
a  sense  of  participation  and  interest.  The  merits  of  a  particular  de- 
sign of  remedial  pool,  for  example,  can  be  explored  with  these  groups 
by  building  a  sketch  model  that  can  be  examined  and  discussed.  Sim- 
ilarly, the  knowledge  and  experience  of  local  dietitians  and  restaurant 
operators  may  be  useful  in  determining  the  most  suitable  layout  and 
equipment  required  for  kitchen  and  dining  room  services. 

Policy  with  respect  to  staff  meals  must  be  decided  before  the  plan- 
ning of  the  kitchen  and  dining  room  can  be  finalized.  If  hot  lunches 
are  to  be  provided  for  the  staff,  then  the  capacity  of  the  kitchen  must 
be  planned  accordingly.  In  any  event,  the  dining  room  adjoining  the 
main  dining  room  should  be  included  for  the  use  of  the  staff. 

In  view  of  the  competition  that  prevails  for  well-qualified  personnel, 
the  need  to  provide  comfortable,  pleasant,  day  accommodation  can- 
not be  over-emphasized.  This  should  include  dressing  rooms  equipped 
with  lockers  and  showers,  a  lounge  and,  if  possible,  a  library.  The 
supplying  of  low  cost  lunches  will  also  have  its  advantages.  Needless 
to  say,  the  well-being  of  the  staff  is  justification  alone  for  these  con- 
siderations. 


THE  USE  OF  COLOR 

The  importance  of  color  selection  and  color  variation  in  decorating 
the  center  cannot  be  too  strongly  emphasized.  The  psychological  in- 
fluence of  color  on  both  patients  and  staff  should  invite  a  careful  and 
if  possible  a  professional  approach  in  determining  the  decorating 
scheme.  Before  a  wholly  suitable  color  scheme  can  be  decided  upon, 
it  is  necessary  to  consider  such  factors  as  the  height  and  size  of  the 
room,  the  amount  of  illumination  received,  the  use  to  which  the  room 
will  be  put,  and  its  relation  to  adjoining  rooms. 

The  unconscious  phychological  response  to  specific  colors  should  be 
related  to  the  use  of  each  room.  A  list  of  some  of  the  major  colors  and 
their  attributes  and  mental  effects  extracted  from  the  British  America 
Paint  Co.  Ltd.'s  publication  "Psychology  of  Color  in  Hospitals"  is 
attached  as  appendix  A.  In  summary  it  is  reported  in  this  publica- 
tion that : 

"Exhaustive  research  has  shown  that  red  and  red-orange  are  the 
most  exciting  colors,  blue  and  violet  the  most  subduing,  yellow-green 
and  green  the  most  tranquil,  and  yellow  the  most  cheerful.  From  this 
knowledge  warm  colors  can  be  used  for  stimulation  and  cool  colors 
for  relaxation." 
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THE  MULTI-STORY  STRUCTURE 

Before  commenting  on  the  adaptation  of  existing  buildings  for  the 
housing  of  rehabilitation  programs,  I  want  to  make  brief  reference 
to  the  planning  of  multi-story  rehabilitation  centers. 

Tliere  are  several  situations  that  dictate  the  need  to  plan  and  con- 
struct multi-story  centers,  the  principal  reason  being  the  dispropor- 
tion of  floor  space  required  in  relation  to  the  area  of  the  site.  This 
often  applies  in  densely  populated  urban  areas  where  large  centers  are 
necessary  and  where  building  sites  are  comparatively  small  and  ex- 
pensive. Another  important  consideration  in  planning  larger  centers 
is  that  building  costs  per  square  foot  are  less  in  a  multi-story  building 
as  compared  to  the  equivalent  floor  area  constructed,  of  comparable 
quality,  on  a  one-story  plan. 

In  the  planning  of  multi-story  centers,  particular  attention  must  be 
given  to  traffic  flow  patterns  to  circumvent  the  restrictions  imposed 
by  the  need  for  elevator  service.  However,  with  proper  organization, 
grouping  and  distribution  of  services,  coupled  with  adequate  elevator 
capacity,  the  traffic  flow  of  personnel  and  patients  should  not  be  any 
more  of  a  problem  than  that  found  in  centers  of  similar  size  installed 
on  one  floor  covering  a  large  area. 


ADAPTATION  OF  EXISTING  BUILDINGS 

Many  programs  will  necessarily  have  to  be  temporarily,  if  not 
permanently,  housed  in  existing  buildings  taken  over  in  total  or  in 
part  for  this  purpose.  Many  of  the  principles  embodied  in  planning 
a  new  center  have  equal  application  in  the  selection  and  adaptation  of 
existing  buildings. 

The  psychological  influences  of  environment,  on  both  staff  and 
patients,  make  it  very  important  to  reach  out  for  the  highest  standards 
possible  in  the  selection  of  a  "home"  for  the  rehabilitation  program. 
Efficiency  and  economy  of  operation  will  also  be  influenced  by  the 
functional  qualities  of  the  building. 

Before  buildings  can  be  examined  for  their  suitability,  a  written 
plan  of  operation  must  first  be  prepared.  This  will  indicate  the 
amount  of  space  initially  required,  its  arrangement,  and  the  electrical 
and  plumbing  services  necessary  for  each  department. 

The  following  check  list  will  help  to  systematize  the  evaluation,  on 
a  comparative  basis,  of  prospective  buildings : 

( a )   Suitability  of  location. 

(5)  Requirements  of  the  zoning  bylaws  and  the  possibility  of  future 
amendments. 
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(c)  Cost: 

1.  Purchase  price.    ( Calculated  per  square  foot. ) 

2.  Eental  agreement.    ( Calculated  per  square  foot. ) 

3.  Lease  agreement.    ( Calculated  per  square  foot. ) 

Note:  In  items  2  and  3  the  provision  of  an  option  to  buy 
should  be  determined. 

(d)  Other  costs: 

1.  Kenovating.     (Weight-bearing  structures,  roof,  plumbing, 

heating,  electrical  system,  etc.) 

2.  Eemodeling.     (Take  into  consideration  whether  or  not  in- 

ternal partitions  are  weight-bearing  and  the  extent  to 
which  electrical  and  plumbing  facilities  are  installed  on 
internal  partitions.) 

3.  Redecorating.     (Interior  and  exterior.) 

4.  Landscaping. 

5.  Paving  or  resurfacing.    (Parking  areas,  etc.) 

6.  Building  maintenance.    (Heating,  etc.) 

7.  Taxes. 

8.  Insurance. 

( e )  Age  and  condition  of  building. 

(/)   Capacity  and  probable  cost  of  expansion  within  the  building 

and  to  the  building, 
(g)   Parking  facilities.    (Examine  potential  for  expansion.) 
(h)  Outside  recreation  areas. 

It  is  not  uncommon  for  paraplegics  and  other  disabled  individuals 
to  operate  their  own  automobiles.  For  such  cases,  a  roofed-over  car 
parking  area  adjoining  the  center  should  be  provided.  A  section  of 
this  sheltered  area  could  be  reserved  as  a  loading  zone  for  cases  being 
transported  to  the  center  by  taxi.  The  need  for  this  protected  area 
for  those  in  wheelchairs  and  for  those  who  ambulate  with  difficulty 
is  not  as  great  in  southern  regions  as  it  is  in  northern  regions  where 
rain  and  snow  are  frequently  experienced. 


A  MODEL  CENTER 

The  amount  of  space  required  in  relation  to  the  potential  caseload, 
will  vary  according  to  the  type  and  extent  of  the  program.  Conse- 
quently, it  is  not  possible  to  state  that  X  amount  of  space  is  required 
in  the  management  of  Y  number  of  cases  without  reference  to  a 
particular  situation.  The  knowledge  of  the  writer  and  the  scope  of 
this  paper  do  not  make  it  possible  to  outline  in  detail  the  requirements 
of  each  type  of  program.     Nevertheless,  it  is  the  purpose  of  this  paper 
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to  provide  information  that  will  serve  as  a  guide  to  planning.  This 
purpose  can  be  accomplished  by  hypothetically  structuring  a  par- 
ticular facility  and  using  this  information  as  a  basis  for  planning 
above  or  below  this  level  or  along  comparable  lines.  Let  us  then 
consider  a  comprehensive,  multiple  disability  center  providing  inpa- 
tient and  outpatient  services.  Excluded  in  this  setting  is  a  vocational 
training  program  and  a  sheltered  workshop  which  are  established 
elsewhere  in  the  community. 

This  center  has  a  resident  capacity  of  20  nursing  and  30  non- 
nursing  beds,  with  an  average  daily  occupancy  level  of  43  cases  or 
approximately  85  percent.  The  outpatient  caseload  numbers  105 
with  an  average  daily  attendance  of  40  or  approximately  38  percent. 
The  nursing  wing  is  staffed  24  hours  per  day  with  registered  nurses 
and  qualified  orderlies.  Its  function  is  to  provide  professional 
services,  self-care  assistance  and  training,  and  supervision  of  young 
children  in  residence.  The  cases  admitted  can  be  broadly  classified 
as  orthopedically  disabled,  having  an  extreme  age  range.  With 
regard  to  the  extent  and  type  of  service  required,  these  can  be  segre- 
gated into  three  general  groups : 

(a)  Those  with  minimal  handicaps  requiring  for  the  most  part  a 
one-service  program. 

(h)  Those  with  very  extensive  handicaps  requiring  services  leading 
only  to  improved  but  limited  function  and  partial  or  complete  self- 
care. 

(<?)  Those  requiring  more  extended,  multi-service  programs  leading 
to  employment ;  academic  training,  in  the  case  of  children ;  and  inde- 
pendence in  the  home,  in  the  case  of  housewives. 

It  must  be  recognized  that  the  numerical  strength  of  a  caseload 
does  not  necessarily  represent  an  exact  or  consistent  measurement  of 
the  quantity  and  range  of  services  required  for  its  rehabilitation 
management.  It  can  be  readily  seen  that  a  specific  caseload,  having  a 
high  percentage  of  cases  in  category  "c,"  will  be  much  more  demanding 
in  need  for  services  as  compared  with  another  caseload  of  an  identical 
number  that  has  a  lesser  percentage  in  category  "c"  and  a  higher 
percentage  in  category  "a."  The  variations  that  a  center  will  expe- 
rience, from  time  to  time,  in  the  change  in  ratio  between  these  three 
groups  will  disturb  the  balance  of  the  workload  distributed  to  each 
of  the  departments.  Changing  trends  in  the  type  and  incidence  of 
disabling  conditions  will  be  a  contributing  factor  to  this  variation. 

In  outlining  the  space  and  personnel  requirements  in  relation  to  the 
caseload  of  this  hypothetical  center,  the  possible  vertical  and  lateral 
variations  in  need  for  service  that  could  exist  in  this  caseload  must 
be  taken  into  consideration.  The  following  outline  is  in  summary 
form.    A  detailed  breakdown  is  attached  as  appendix  B. 
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Outline  of  space  and  personnel  requirements 

Nuin- 

6er  of  Num- 

sqiiare  ier  of 

^rea                                                                                                                 feet  staff 

General  administration 984  9 

Medical  administration 432  4 

Medical   service 1,184  2 

^1 

Social  service 384  2 

Vocational  counselling  and  job  placement 528  2 

Psychological  service 192  ^1 

Speech  therapy 480  1 

Gymnasium 2, 748  3 

Physiotherapy  and  hydrotherapy 4, 684  7 

Occupational  therapy 2, 092  4 

Brace  shop 1,  780  4 

Residential  service : 

Nursing  beds 3,380  12 

Nonnursing  beds 4, 265  1 

^1 
Other  areas  (common  to  nursing  and  nonnursing  patients)  _      3,  313 

Domestic  service 2,664  5 


^7 


Miscellaneous  areas 2, 120 

Miscellaneous  staff 

Additional  provision  for  corridors,  toilets  and  baths,  general 
storage,  heating  and  electrical  equipment,  staff  lounge,  and 
utility  closets 10,  000 


'62 
MO 


41, 230       72 

^  Part-time. 
2  Full-time. 

It  is  not  suggested  that  this  theoretical  outline  of  space  and  personnel 
requirements  is  an  exact  requirement  for  the  actual  development  of  a 
parallel  type  of  center.  Plus  or  minus  variations  will  occur  as  this 
plan  is  related  to  individual  situations  and  the  funds  available  for 
capital  and  operating  expenditures.  However,  in  setting  up  a  sim- 
ilar type  of  program,  I  doubt  if  a  reduction  in  floor  area  could  be 
effected  exceeding  10  to  12  percent  and  a  reduction  in  full-time  staff 
of  6  percent  without  severely  impairing  the  efficiency  and  quality  of 
the  program. 


FURNISHINGS  AND  EQUIPMENT 

Some  reference  should  be  made  at  this  point  to  furnishings  and 
equipment.     It  is  necessary  to  have  available,  at  the  time  the  building 
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is  planned,  a  list  as  well  as  specifications  of  tlie  furnishings  and  equip- 
ment for  each  department.  The  importance  of  this  list  as  far  as 
building  planning  is  concerned  has  been  previously  mentioned.  How- 
ever, there  are  other  reasons  why  this  is  important.  Many  items  of 
furnishings  and  equipment  will  have  to  be  specially  built  for  the 
center.  Furnishings  and  equipment  such  as  free-standing  cupboards, 
treatment  plinths,  occupational  therapy  work  tables,  dining  room 
tables  for  wheelchair  cases,  training  stairs  and  ramps,  are  but  a  few 
examples.  It  will  be  necessary  for  the  architect  to  prepare  plans  and 
specifications  of  equipment  to  be  specially  built.  These  plans  will 
make  it  possible  to  obtain  competitive  quotations  and  ultimately  en- 
sure that  these  furnishings  and  equipment  are  properly  constructed 
to  specifications.  The  purchase  and  delivery  of  furnishings  and 
equipment  must  be  coordinated  with  the  completion  date  of  the  build- 
ing. The  selection  of  suppliers,  the  preparation  of  tenders,  and  the 
subsequent  preparation  of  purchase  orders  is  a  time-consuming  process 
and  must  be  instituted  at  an  early  date. 

How  is  the  compiling  of  this  furnishings  and  equipment  list  ac- 
complished? In  the  development  of  a  rehabilitation  center,  there 
must  be,  at  the  time  planning  takes  place,  one  or  more  of  the  key  per- 
sonnel engaged  on  a  full-time  or  consulting  basis.  The  extent  to 
which  other  consultants  will  be  necessary  will  depend  on  the  extent 
and  range  of  knowledge  and  experience  of  this  basic  planning  group. 
The  responsibility  for  listing  furnishing  and  equipment  needs  must 
be  vested  in  this  group.  Professional  differences  of  opinion  exist  in 
the  use  of  specialized  equipment  and  the  requirements  for  such  equip- 
ment should  be  deferred  until  the  personnel  concerned  are  engaged. 

The  selection  of  soft,  low-type,  chesterfields  and  chairs  should  be 
avoided.  These  are  difficult  to  rise  from  and  are  uncomfortable  for 
cases  with  back  injuries.  A  washable  type  of  upholstery  has  obvious 
advantages.  The  use  of  wall-to-wall  carpeting  and  rugs  is  not  prac- 
tical. Floor  coverings  that  offer  a  minimum  of  slip  hazard  should 
be  obtained.  There  are  several  types  of  floor  coverings  on  the  market, 
such  as  rubber  tile,  that  require  little  or  no  waxing  to  preserve  the 
material  and  its  appearance. 

Maintenance  is  an  important  consideration  in  the  selection  of  all 
equipment.  Standardization  of  meclianical  equipment  such  as  type- 
writers, reduces  maintenance  problems  and  makes  service  contracts 
less  costly.  Availability  of  spare  parts  and  repair  services  on  local 
and  particularly  foreign-made  equipment,  should  be  carefully  ex- 
amined. In  consideration  of  future  expansion,  it  is  economical  to 
purchase  equipment  that  can  be  expanded  by  attaching  duplicate 
units  designed  for  tliis  purpose.  Items  such  as  kitchen  ranges  and 
cold  storage  units  are  good  examples. 
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DETAILED  AND  FAR-SIGHTED  PLANNING  ESSENTIAL  TO  GROWTH 

In  the  total  planning  process,  a  tremendous  amount  of  detail  is  in- 
volved. The  aggregate  of  this  detail  forms  the  complete  rehabilita- 
tion center.  The  degree  of  thoroughness  with  which  this  detail  is 
planned  will  measure  the  overall  efficiency  of  the  center  in  fulfilling 
its  intended  purpose. 

During  the  course  of  preparing  this  paper,  I  have  been  cognizant 
of  my  opening  remarks  concerning  the  variation  in  type  and  extent 
of  rehabilitation  programs  and  facilities.  To  orient  this  paper  in  a 
specific  direction  and  to  set  out  detailed  information  pertaining  to 
one  type  of  center  would  have  liimted  its  general  interest  and  use- 
fulness. On  the  other  hand,  an  attempt  to  encompass  this  extensive 
field  of  interest  by  broad  generalizations  only,  would  have  resulted  in 
producing  information  of  little  value  in  the  practical  planning  of  re- 
habilitation centers.    I  have  endeavoured  to  strike  a  happy  balance. 

The  trend  is  toward  the  development  of  comprehensive  community 
rehabilitation  centers  and  we  are  still  very  much  in  the  pioneering 
stage.  The  future  of  these  centers  must  not  be  restricted  and  chained 
to  limitations  imposed  by  decisions  made  in  the  past.  Our  planning 
and  decisions  today  must  ensure  ample  elasticity  for  future  profes- 
sional and  physical  growth. 


APPENDIX  A 

A  List  of  Some  of  the  Major  Colors  and  Their  Attributes  and  Mental 
Effects,  extracted  from  the  British  America  Paint  Co.  Ltd.'s  publi- 
cation entitled  "Psychology  of  Color  in  Hospitals." 

Red 

Red  is  a  decidedly  warm,  aggressive  and  energetic  color,  combining 
the  stimulating  and  forceful  impressions  of  heat,  passion,  and  fire. 
It  is  distinctive  in  hue  and  has  relatively  great  saturation.  Many  in- 
stances of  the  effects  of  red  on  people  are  cited  by  Professors  Fere  and 
Giardina.  A  normal  man  when  exposed  to  the  influence  of  a  saturated 
red  has  been  said  to  develop  50  percent  greater  muscular  power  than 
when  exposed  to  the  effect  of  a  quieting  blue. 

When  red  is  used  for  purely  decorative  purposes,  care  should  be 
taken  not  to  have  it  in  a  saturated  or  pure  state  except  in  very  small 
areas  such  as  in  a  design.    When  applied  in  this  way  it  should  be 
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properly  balanced  by  the  introduction  of  other  hues.  Eed  is  indis- 
pensable as  an  admixture  to  other  colors  to  obtain  life  and  add  the 
necessary  glow  of  warmth.  Because  it  has  such  great  stimulating 
properties,  red  in  a  fairly  strong  tint,  is  used  in  certain  special  rooms 
in  the  modern  hospital,  such  as  those  where  depressed  or  melancholy 
patients  are  temporarily  placed. 

Yellow 

Yellow  is  the  color  most  like  that  of  natural  illumination.  It  has 
warm  brightness  and  a  mildly  exciting  character.  It  has  high  lu- 
minosity and  is  associated  in  the  mind  with  the  life-giving  energies  of 
the  sun.  The  agreeable  effect  of  yellow  is  plainly  apparent  when  a 
landscape  is  observed  through  a  yellow  glass  on  a  dull  grey  winter 
day.    The  mind  is  stimulated  by  the  cheerful  glow. 

Yellow  with  its  various  admixtures  is  probably  more  used  in  hos- 
pitals than  any  other  color.  When  properly  reduced  with  white,  it  is 
suitable  for  large  wards  which  otherwise  would  appear  cold  and 
barren  and  to  corridors  which  are  brightened  by  its  high  reflective 
power.  As  a  buff  it  is  extensively  used  in  the  entrance  lobby,  waiting 
rooms,  general  offices  and  dining  rooms.  When  deepened  to  a  tan, 
so  it  will  hide  mechanical  injury,  it  is  employed  in  hospital  diet 
kitchens,  laundries,  basements,  and  store  rooms. 

Yellow,  however,  produces  a  very  disagreeable  effect  if  it  is  sullied 
or  improperly  combined  with  certain  of  the  other  hues.  For  instance, 
a  yellowish  citron  composed  of  yellow  with  a  trace  of  blue  and  black 
is  particularly  harsh  and  unpleasant  as  are  certain  yellows  that  slightly 
favor  a  cold  green.  For  these  reasons  care  must  be  taken  when  yellow 
is  used  in  admixture  with  other  tints. 

Orange 

Orange  is  a  combination  of  red  and  yellow  which  is  the  most  active 
of  the  colors.  When  looking  at  highly  saturated  orange,  the  color 
seems  to  penetrate  the  eye  and  impress  itself  strongly  on  the  mind. 
Because  of  the  restless  and  forceful  impression  it  conveys,  orange 
should  be  avoided  in  the  hospital,  except  when  used  in  a  very  unsatu- 
rated state  or  in  combination  with  other  colors. 

Green 

The  mixing  of  yellow  and  blue  in  proper  proportions,  so  that  neither 
predominates,  results  in  pure  green.  This  color  combines  the  tranquil- 
izing  and  subduing  properties  of  the  blue  with  the  warm  cheerfulness 
of  the  yellow.  Prepared  in  the  right  degree  of  saturation,  green 
proves  excellent  for  use  in  special  rooms  for  highly  nervous  patients 
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and  provides  a  restful  and  soothing  atmosphere.  Solariums  are  some- 
times treated  with  green  on  the  slightly  yellow  order  to  give  life  and 
brightness  to  the  restful  impression  conveyed  by  the  green. 

Blue 

As  yellow  is  invariably  associated  in  the  mind  of  the  observer  with 
light,  so  blue  simulates  darknesss  and  conveys  an  impression  of  dis- 
tance. In  its  saturated  state  blue  is  an  extremely  cold  color,  A  room 
treated  with  this  color  would  appear  somewhat  larger  and  at  the  same 
time  would  look  formal  and  cold.  Blue  has  an  almost  indescribable 
effect  on  the  eye.  As  a  hue,  blue  is  a  powerful  but  negative  color  and 
in  its  highest  saturation  has  the  effect  of  a  stimulating  negation,  as  it 
were.  Its  appearance  is  a  subtle  contradiction  between  excitement  and 
repose.  As  a  result,  it  exerts  a  depressing  influence  and  is  entirely 
unsuited,  even  in  an  unsaturated  condition,  for  use  in  any  room  in 
a  hospital.  Saturated  blue  produces  a  cold  atmosphere  of  gloom  that 
helps  to  create  a  state  of  melancholia  in  the  patient.  The  further 
blue  departs  toward  violet  the  more  depressing  it  becomes.  Violet- 
blue,  therefore,  is  not  used  in  the  treatment  of  hospital  interiors 
except  in  special  instances. 

Violet-Red 

Violet-red  is  a  combination  of  red  and  blue  in  which  the  red  pre- 
dominates. It  is  particularly  appropriate  for  the  X-ray  room  because 
of  its  remarkable  light-absorption  powers.  The  subdued  violet  tone 
exerts  a  quieting  influence  on  the  patient  while  there  is  just  enough 
deep  red  in  the  mixture  to  stimulate  slightly.  Violet-red  increases 
the  efficiency  of  the  operator  and  obviates  the  feeling  of  depression 
caused  by  constantly  working  in  the  customary  black-painted  dark 
room. 

Grey 

Neutral  grey  is  distinctly  restful  and  has  no  power  to  create  an  atmos- 
phere either  of  cheerfulness  or  gloom.  It  is  neither  warm  nor  cold, 
stimulating  nor  depressing  and  therefore  has  many  decorative  uses 
in  the  hospital. 

In  an  ordinary  room  that  receives  a  normal  amount  of  natural  illu- 
mination, a  grey  having  a  light-reflection  factor  of  approximately  40 
to  45  percent  should  appear  pleasing.  Some  rooms,  however,  do  not 
receive  a  normal  amount  of  light  while  others  have  an  over-abundance. 
Grey,  to  serve  as  an  efficient  side  wall  treatment,  must  therefore  be 
lightened  or  darkened  to  suit  the  requirements  of  each  individual  room 
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so  that  the  color  will  properly  reflect  the  required  degree  of  illumina- 
tion without  unnecessary  glare. 

When  a  suitable  grey  has  been  selected  for  a  starting  point,  in- 
numerable effects  may  be  worked  out  by  the  addition  of  small  amounts 
of  certain  hues.  In  brightly  lighted  rooms,  such  as  the  operating 
room,  a  grey  tinted  slightly  with  green  would  in  some  instances  work 
out  well,  while  warm  greys  made  by  adding  a  touch  of  red  would 
relieve  many  large  wards  and  corridors  of  their  apparent  coldness. 

A  darker  grey  dado  is  sometimes  found  useful  in  this  connection, 
particularly  in  corridors,  as  it  takes  up  much  of  the  mechanical  injury 
without  destroying  the  pleasing  decorative  appearance  of  the  wall 
color. 


APPENDIX  B 

Allocation  of  Space  and  Personnel  Kequirements  for  Hypothetical, 
Comprehensive,  Multiple-Disability  Inpatient  and  Outpatient 
Center. 

Average  Case  Load — Inpatients,  43;  Outpatients,  105.  Average 
Daily  Attendance  of  Outpatients,  40. 


Area 


Number      Total  in       Number 

of  units     square  feet      of  staff       Further  description 


GENERAL  ADMINISTRATION: 
Director's  Office 

General  Office 

1 
1 

1 

192 
792 

1 
1 
1 
1 
1 
3 

1 
9 

1 
2 

1 
4 

Secretary. 

Stenographer. 

Bookkeeper. 

Bookkeeper-clerk. 

Receptionist- 
switchboard 
operators. 

Statistics  clerk. 

984 

MEDICAL  ADMINISTRATION: 
General  Office 

432 

Medical  secretary. 

Medical  stenog- 
raphers. 

Program    coordina- 
tor. 

432 
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Number      Total  in        Number 
Area  of  units  square  feet      of  staff       Further  description 


MEDICAL  SERVICE 

Medical  Director's  Office 

Assistant  Medical  Director's 
Office. 

Examining  Rooms 

Waiting  Room 


SOCIAL  SERVICE: 

Social  Worker's  Office 

VOCATIONAL  SERVICE: 

Vocational  Counselor's  Office-- 

Testing  Room 

Vocational    Placement    Officer's 
Office 


PSYCHOLOGICAL  SERVICE: 
Clinical  Psychologist's  Office . 

SPEECH  THERAPY: 

Speech  Therapist's  Office 

Treatment  Rooms 


GYMNASIUM: 

Remedial  Instructor's  Office - 

Gymnasium 

Equipment  Storage 


PHYSICAL  THERAPY: 

Physiotherapist's  Office 

Waiting  Room 

Treatment  Room 

Remedial  Pool  Room  (Pool  20' 

X  14')  (1  Hubbard  tank) 1       1,368 

Dressing,     Shower    and    Toilet 

Rooms 2  900 

Storage  Room 1  132 

4,684 


1 

192 

1 

2 

384 

1 

1 

Part-time. 

3 

432 

1 

176 

3 
2 

1,184 

2 

384 

1 

192 

1 

i 

144 

1 

192 

1 

528 

2 

1 

1 

1 

192 

Part-time. 

1 

192 

2 

288 

480 

1 
3 

1 

132 

1 

2,376 

1 

240 

2,748 

3 

1 

132 

7 

1 

192 

1 

1,960 
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Area 


Number     Total  in 
of  units   square  feet 


Number 
of  staff     Further  description 


OCCUPATIONAL  THERAPY: 

Occupational  Therapist's  Office  _  1  132 

Woodworking  Room 1 

Ceramics  Room 1 

Weaving,  Typing,   Sewing,  etc. 

Room 1 

Training  Kitchen 1 

Storage  Room 1       1,960 


BRACE  SHOP 

Bracemaker's  Office. 

Fitting  Room 

Shop 


RESIDENTIAL  SERVICE: 
Nursing  Beds: 

Nurses'  Station 

Utility  Room 

Diet  Kitchen 

Dispensary 

Linen  Storage 

Bedrooms  (semi-private). 


2,092 


1  132 

1  240 

1       1,408 


1,780 


150 

6 

Nurses 

140 

5 

Orderlies 

130 

1 

Ward  maid 

130 

0 

160 
2,670 

3, 380         12 


Nonnursing  Beds: 

Bedrooms  (semi-private) 15       4,  005 

Linen  Storage  and  Repair.  _  1  260 


1      Ward  maid 
1     Part-time 


4,265 

Other  areas: 

Patients'  Library 1  640 

Lounge 1  1,008 

Television  Room 1  440 

Game  Room  (cards,  etc.)-_  1  400 
Patients'     Laundry     Room 

and  Laundry  Storage 1  825 

3,313 
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Number  Total  in 

Area                                       of  units  square  feet 

DOMESTIC  SERVICE: 

Domestic  Supervisor's  Office 1  132 

Kitchen 1  400 

Dining-room  (staff  and  patients),.            1  1,500 

Lavatory  and  Restroom 1  232 

Vegetable  Storage  and  Refriger- 
ation Room 1  400 


MISCELLANEOUS  AREAS: 
Board  Room 

Day  Room  for  Children 

Lecture  Room  (100  chairs). 


MISCELLANEOUS  STAFF: 

Cleaning 

Engineer     (Note:     Steam     ob- 
tained from  adjoining  plant)  _ 
Driver 


Number 
of  staff 


Further  description 


Full  time 
Part-time 
Note:  Part-time 

staff  also  work  in 

kitchen 


2,664 

12 

1 

1 
1 

300 

308 

1,  512 

2,120 

ADDITIONAL  PROVISION  FOR: 

Corridors 

Toilets 

Boiler 

Showers 

General  Storage 

Heating  and  Electrical  Equipment 

Utility  Closets 

Main  Coat  Room 


10,  000 


41,  230 


72     (62  full-time,  10 
=        part-time) 
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Financial  Structure 
and  Budgeting 


hy  T.    S.   ALLEGREZZA 

Executive  Director^  Curative  Workshop  of  Milwaukee^  Inc.^ 
Milwaukee^  Wis. 


1  AM  CEETAIN  that  all  Administrators  and  Boards  of  Directors 
of  existing  rehabilitation  centers  have  given  much  thought  and  effort 
in  developing  sound  financial  structures  for  their  centers.  Likewise 
it  appears  reasonable  to  suggest  that  those  of  you  who  are  in  the 
process  of  establishing  rehabilitation  centers  should  give  serious  con- 
sideration to  the  financial  structure  of  your  center.  Rehabilitation 
centers  are  in  the  business  of  providing  services  to  patients  which  are 
highly  individualized  and  personalized  in  character.  The  type  of 
services  provided  by  one  center  may  differ  widely  from  that  provided 
by  another  center.  So  it  is  true  that  the  financial  structure  of  one 
center  may  differ  radically  from  the  financial  structure  of  another 
center.  Regardless  of  the  differences  found,  all  centers  have  the 
serious  responsibility  of  rendering  the  services  they  are  providing  to 
their  patients  as  efficiently  and  economically  as  may  be  possible. 

A  sound  financial  structure  implies  efficient  financial  planning  and 
management  of  all  capital  and  operating  income  and  expenditures. 
One  point  I'd  like  to  stress  is  that  efficient  financial  planning  and 
management  cannot  be  accomplished  by  the  administrator  alone. 
Rehabilitation  center  administrators  are  usually  not  highly  skilled 
or  trained  in  financial  matters.  They  must  engage  the  full  coopera- 
tion of  their  staff  members  and  especially  the  department  heads.  It 
is  also  important  that  members  of  the  Board  of  Directors  take  a  very 
active  part  in  the  financial  planning  and  management  of  their  center. 
The  common  practice  is  to  organize  a  finance  committee  composed  of 
members  of  the  Board  of  Directors  who  by  nature  of  their  own  occu- 
pations and  experiences  can  be  of  valuable  assistance  to  the  adminis- 
trator in  developing  a  sound  financial  structure  for  their  center. 

The  objectives  of  financial  management  are:  (1)  to  place  a  center 
in  a  sound  financial  condition  and  (2)  to  realize  satisfactory  earnings 
and  other  income  both  for  the  immediate  needs  and  for  long  range 
planning.     In  order  to  accomplish  these  objectives,  the  center  must 
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employ  the  best  business  principles  and  procedures  available.  Basic 
principles  and  procedures  as  may  be  applied  to  budgeting  and  book- 
keeping are  fundamental  in  establishing  a  sound  plan  for  the  financial 
management  of  a  rehabilitation  center.  The  rest  of  this  paper  will 
attempt  to  briefly  discuss  and  highlight  some  of  the  basic  principles 
and  procedures  which  must  be  considered  in  developing  good  budget 
and  bookkeeping  systems  for  rehabilitation  centers  which  we  hope 
will  serve  as  guides  in  establishing  a  sound  financial  structure  for 
your  center. 


DEVELOPING  BUDGETS 

Definition 

A  budget  is  usually  defined  as  "an  intelligently  prepared  estimate  of 
proposed  future  expenditures  for  a  given  period  and  the  proposed 
means  of  financing  them."  This,  in  short,  expressed  in  accounting 
terms,  constitutes  "management's  future  policies  and  plans." 

The  Purposes  and  Objectives  of  Budgets 

A  budget  can  be  the  principal  tool  used  for  sound  financial  manage- 
ment of  a  center.  Properly  organized  and  administered,  the  budget 
gives  management  a  formal  and  systematic  method  for  making  plans 
and  exercising  control  over  the  execution  of  those  plans.  In  reality, 
budgeting  has  three  principal  objectives : 

1.  It  helps  administration  to  determine  whether  its  plans  for  the 
future  can  be  realized  within  the  limits  of  its  resources. 

2.  It  helps  administration  to  evaluate  and  control  the  manner  in 
which  its  plans  are  being  executed. 

3.  It  provides  an  incentive  or  goal  toward  which  administration 
effort  and  planning  constantly  may  be  directed. 

In  short,  a  budget  establishes  the  best  possible  course  of  operation 
and  aids  management  in  keeping  to  that  course. 

Two  Approaches  to  Budget  Preparation 

There  are  two  basic  approaches  to  budget  preparation : 
1.  Static  Budget  Approach 

A  "static  budget"  is  one  prepared  from  relatively  fixed  figures  where 
income  and  expenses  can  be  quite  accurately  determined.  This  ap- 
proach may  be  used  by  centers  which  have  been  operating  for  a  period 
of  time ;  those  which  are  opei'ating  in  a  rather  fixed  or  limited  economy 
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and  do  not  anticipate  any  increase  or  decrease  in  function.  They 
are  limited  to  a  rather  fixed  pattern  of  service  or  must  adapt  them- 
selves to  a  fixed  income  and  expenditures. 

2.  Flexible  Budget  Approach 

This  is  sometimes  called  the  sliding  scale  budget.  It  is  governed  by 
a  changing  economy  with  much  variance  in  demand  for  services.  This 
approach  may  be  used  by  new  centers  or  existing  centers  which  can 
anticipate  significant  changes  in  function.  They  must  try  to  estimate 
the  percentage  of  increase  and  decrease  in  function  and  likewise  in 
expenditures  and  income. 

Kinds  of  Budgets 

There  are  mainly  four  kinds  of  budgets  which  can  be  prepared  and  uti- 
lized effectively  in  a  rehabilitation  center : 

1.  An  operating  income  and  expense  budget. 

2.  A  cash  budget. 

3.  A  current  capital  expenditure  budget. 

4.  A  master  budget. 

Each  of  these  budgets  has  its  specific  use  and  purpose  in  the 
financial  management  of  a  rehabilitation  center. 


PREPARING  AN  OPERATING  INCOME  AND  EXPENSE  BUDGET 

An  operating  budget  is  an  analysis  of  all  income  and  expenditures 
relating  to  current  operations  of  a  center.  Opinions  differ  as  to  which 
should  be  prepared  first,  the  income  or  the  expense  budget.  Actually, 
it  does  not  make  much  difference  since  each  is  dependent  upon  the 
other. 

Estimate  of  Services  To  Be  Provided 

Before  one  can  arrive  at  a  reasonable  estimate  of  income  and  expendi- 
tures, one  must  determine : 

1.  Types  of  patients  who  will  be  served. 

2.  The  number  of  each  type  of  patients  who  will  be  served. 

3.  The  frequency  of  services  or  number  of  patient  visits. 

4.  The  number  and  type  of  services  which  will  be  provided  in  terms 
of  personnel,  equipment  and  supplies  to  be  utilized. 

These  factors  should  be  determined  departmentally  and/or  for 
the  entire  center.  Since  other  speakers  have  or  will  have  covered  this 
phase  of  center  planning  and  operation,  I  will  not  elaborate  on  it 
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except  to  say  that  operating  budget  estimates  should  reflect  as  ac- 
curately as  possible  a  good  forecast  of  the  services  to  be  rendered. 

Preparation  of  the  Income  Part  of  the  Operating  Budget 

The  income  budget  develops  a  forecast  of  income  which  may  be  real- 
ized from  any  or  all  of  the  following  sources : 

1.  Estimate  of  Income  From  Service  Fees 

The  income  from  fees  will  be  determined  by  the  center's  established 
policy  for  charging  for  services.  Some  centers  operate  strictly  on  the 
policy  of  providing  services  only  for  those  patients  who  are  able  to 
carry  the  costs,  directly  or  indirectly.  The  cost  may  be  paid  directly 
by  the  patient  himself  or  through  insurance  and  prepayment  health 
plans  or  through  assistance  from  some  public  or  private  voluntary 
agency.  Other  centers  operate  on  the  policy  of  providing  services 
regardless  of  patient's  ability  to  pay.  When  a  patient  has  no  insurance 
or  prepayment  plan  available,  these  latter  centers  try  to  make  a  deter- 
mination of  the  patient's  financial  ability  to  pay.  If  a  patient  is  found 
able  to  pay  in  full  for  services,  he  is  expected  to  do  so.  If  found  able 
to  carry  only  part  of  the  cost,  he  is  expected  to  pay  part  or  an  adjusted 
fee.  If  found  unable  to  carry  any  of  the  costs,  the  fee  is  canceled. 
Usually  this  type  of  agency  receives  some  type  of  support  from  the 
Community  Chest,  or  an  other  agency  in  the  form  of  a  subsidy  to  make 
up  for  the  canceled  or  adjusted  fees  or  will  cover  the  deficit  through 
income  from  other  sources.  Income  from  fees  is  also  based  on  the 
forecast  of  patient  visits,  and  the  number  and  type  of  services  to  be 
rendered.  In  determining  fee  schedules  in  a  nonprofit  institution,  the 
common  practice  is  to  estimate  the  cost  of  rendering  the  specific  service 
or  the  average  cost  of  services  per  patient  visit.  Then  the  fees  to  be 
charged  are  set  as  close  as  possible  to  cover  the  estimated  costs.  This 
method  of  determining  fees  is  based  on  what  would  be  considered 
reimbursable  costs.  The  fees  may  be  expressed  in  terms  of  an  overall 
inclusive  per  diem  or  flat  rate,  on  an  hourly  rate,  on  an  individual 
modality  rate,  or  in  any  combination  of  these  methods.  Income  from 
fees  must  also  be  adjusted  by  reductions  for  collection  losses  and  other 
anticipated  deductions. 

2.  Estimate  of  Income  From  Established  Subsidy  Sources 

Income  from  Community  Chests  or  other  agencies  often  are  used  as  an 
established  subsidy  for  services  rendered  to  patients  who  are  unable 
to  carry  the  full  costs.  If  the  fees  are  established  to  reflect  the  cost  of 
operation,  the  difference  between  a  full  fee  and  the  amount  adjusted 
or  cancelled  will  determine  the  amount  of  subsidy  needed  from  Com- 
munity Chest  funds  or  from  other  sources. 
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3.  Estimate  of  Income  From.  Sale  of  Products 

This  is  an  important  source  of  income,  from  some  centers  who  operate 
sheltered  workshops  or  who  manufacture  or  repair  products  for  sale. 
Care  should  be  exercised  to  consider  possible  discounts  and  profits  or 
losses  from  salvage  sales,  etc. 

4.  Estimate  of  Income  From  Membership  Dues  or  Mailings 

Some  centers  derive  a  rather  sizable  income  from  mailings  or  mem- 
bership dues  subscribed  by  persons  interested  in  supporting  the  work 
of  the  center.  This  income  may  be  used  as  a  subsidy  income.  This 
income  is  often  difficult  to  estimate. 

5.  Estimate  of  Income  From  Tax  Fund  Support  Sources  {State  and 

Federal) 
If  the  center  is  a  country.  State,  or  Federal  institution,  it  can  expect  a 
regular  yearly  appropriation.  However,  the  center  may  receive  sup- 
port for  a  special  project  for  a  limited  period  through  Federal  and/or 
State  tax  funds.  This  type  of  support  is  usually  granted  to  centers 
which  can  justify  the  need  for  extension,  improvement,  expansion  or 
research  in  a  phase  of  rehabilitation.  This  support  is  usually  provided 
only  for  a  limited  period  and  one  must  always  be  prepared  for  the 
day  the  project  will  end.  If  it  is  desirable  to  continue  the  services 
under  the  project,  one  must  find  other  sources  of  income  to  support 
them.  This  type  of  financial  support  will  be  discussed  in  more  detail 
by  other  members  of  this  Institute. 

6.  Estimate  of  Income  From  Restricted  or  Unrestricted  Contributions 

{Such  as  Gifts,  Donations,  Legacies  and  McTnoridls) 
This  income  is  difficult  to  determine  and  is  usually  not  included  in  a 
realistic  operating  budget.  However,  a  well  organized  public  rela- 
tions program  will  help  to  realize  a  rather  steady  flow  of  this  type  of 
contribution.  Some  donors  with  special  interests  will  restrict  their 
contributions  for  specific  purposes.  Other  donors  will  put  no  restric- 
tion on  the  use  of  their  contribution.  Some  centers  have  established 
special  funds  to  provide  certain  services,  to  purchase  equipment  or  to 
support  a  special  project  not  generally  covered  by  the  regular  oper- 
ating budget.  The  practice  found  in  many  centers  is  for  a  finance 
committee  to  meet  periodically  and  help  the  administration  in  allocat- 
ing the  unrestricted  funds  to  the  operating  budget  or  to  special  funds 
which  may  have  been  established  by  the  center. 

7.  Estimate  of  Income  From  Investments  {Interest  and  Dividends) 
Centers  which  have  established  special  funds  and  find  that  the  cash 
balance  is  more  than  they  will  need  within  a  budget  period  should 
have  their  finance  committee  make  investments  in  stocks  and  bonds. 
The  interest  or  dividends  earned  from  these  investments  can  be 
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credited  to  the  special  fund  or  can  be  used  as  operating  income.  Under 
most  Community  Chest  agencies,  the  income  derived  from  investment 
of  a  center's  endowment  fund  must  go  into  the  regular  operating 
budget. 

8.  Estimate  of  Income  From  Other  Sources 

This  category  may  cover  income  from  other  sources  not  included  in 
any  of  the  above  classifications  such  as  rent,  etc. 

Preparation  of  the  Expense  Part  of  the  Operating  Budget 

The  expense  budget  develops  a  forecast  of  funds  needed  to  provide 
the  standard  of  services  established  by  the  center.  Since  70  to  80  per- 
cent of  the  expense  budget  in  a  center  is  salaries,  one  must  consider 
carefully  the  plans  for  annual  and  merit  salary  increases,  provisions 
for  vacation,  sick  leave,  temporary  help  needed  and  accrual  from  un- 
filled positions.  The  best  estimates  of  an  expense  budget  are  usually 
based  upon  past  experience.  Good  accounting  records  serve  as  the 
best  possible  source  for  justification  of  budget  expenditures.  A 
common  practice  is  to  have  each  department  head  submit  a  proposed 
yearly  expenditure  for  supplies  and  equipment  for  his  department. 
In  order  for  department  heads  to  arrive  at  realistic  estimates,  they 
must  keep  accurate  records  of  their  own  or  such  records  must  be  kept 
by  the  central  bookkeeping  office  and  made  available  to  the  department 
heads.  A  department  head  or  the  administrator  must  compile  in- 
formation on  the  previous  year's  operation,  present  operation  and 
then  the  proposed  operation  of  each  department  head  should  be  led  to 
an  approach  wherein  each  item  is  examined  in  the  light  of  the  ques- 
tion, "Is  this  the  best  way,  the  most  efficient  way  of  performing  this 
operation?"  Each  department  head  should  be  given  an  opportunity 
to  discuss  his  proposed  expenditures  with  the  administrator.  A  break- 
down of  the  possible  expense  budget  by  departments  or  areas  of 
function  for  a  rehabilitation  center  may  be  as  follows : 

1.  Administrative  Expenses 

Under  this  classification,  one  would  include  the  salaries  of  the  execu- 
tive and  such  other  employees  as  would  be  responsible  for  such  ad- 
ministrative functions  not  directly  accountable  within  the  other  de- 
partments or  areas  of  services.  One  would  also  include  the  cost  of 
such  supplies,  equipment,  travel  and  meeting  expenses  utilized  to  carry 
on  the  administrative  functions  of  a  center. 

2.  Medical  Diagnostic  and  Treatment  Services 

This  category  will  include  the  salaries  of  the  medical  staff,  and  the 
cost  of  supplies  and  equipment  needed  for  providing  service  in  this 
area  of  function.     A  center's  medical  staff  may  include  physicians, 

241 


physical,  occupational  and  speech  therapists,  attendants,  nurses' 
aides,  nurses  and  other  medical  personnel.  In  working  out  an  ex- 
pense budget  for  these  services  it  may  be  desirable  to  set  up  a  break- 
down of  expenses  for  each  of  the  areas  of  treatment,  such  as  for 
physical  therapy,  occupational  therapy,  and  speech  therapy,  etc. 

3.  Medical  Social  Services 

This  section  will  include  the  salaries  of  the  staff  and  cost  of  supplies 
and  equipment  needed  for  providing  medical  social  services  to  patients 
to  be  served  by  the  center. 

4.  Psychological  Services 

This  section  will  include  the  salaries  of  the  staff  members  and  the  cost 
of  supplies  and  equipment  needed  in  the  operation  of  this  department. 

5.  Vocational  Evaluation^  Counseling  and  Placement  Services 

This  category  will  include  the  salaries  of  the  staff  members  and  the  cost 
of  equipment  and  supplies  necessary  to  operate  a  prevocational  unit 
and  to  provide  counseling,  guidance  and  placement  services  for 
patients. 

6.  Other  Departments  or  Areas  of  Services 

Some  centers  operate  sheltered  workshops,  vocational  training  services, 
departments  for  the  manufacture  and  repair  of  prosthetic  appliances 
and  other  service  departments  which  are  often  organized  as  entirely 
separate  organizations  and  have  distinct  and  separate  operating  in- 
come and  expense  budgets  of  their  own.  If  not  operated  as  sepa- 
rate organizations  of  their  own,  they  must  be  included  in  the  general 
operating  income  and  expense  budget  and  the  staff  salaries  and  cost 
of  materials,  equipment  and  supplies  must  be  included  in  the  general 
operating  budget. 

7.  Office — CleHcal  Services  or  Department 

This  item  usually  includes  the  salaries  of  all  clerical,  stenographic 
and  secretarial  personnel  and  the  cost  of  equipment  and  supplies  needed 
in  performing  office  and  clerical  functions  of  a  center. 

8.  Maintenance  Services  or  Departments 

This  category  usually  includes  the  salaries  of  janitorial  and  house- 
keeping personnel  and  the  cost  of  supplies  and  equipment  needed  to 
perform  the  functions  of  this  department.  The  cost  of  laundry  serv- 
ice can  be  included  in  this  section. 

9.  Property  Budget  {Building  Structure  and  Equipment — Repairs 

and  Replacements ) 
This  category  usually  includes  the  cost  of  utilities  and  for  the  current 
repairs  and  general  upkeep  to  the  building  structure  and  equipment. 
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The  proiDerty  budget  will  cover  such  items  as  rent,  electricity,  water, 
gas,  heating  service,  fuel,  taxes,  property  insurance,  etc. 

10.  Fixed  Charges  and  Miscellaneous  Expenses 

This  category  usually  includes  such  fixed  or  easily  estimated  expense 
items  as  liability  and  malpractice  insurance  costs,  social  security  deduc- 
tions, retirement  system  deductions,  membership  dues,  interest  on  loans 
and  mortgages,  etc. 

11.  Publicity  and  Education  Expenses 

This  category  usually  includes  the  costs  of  anticipated  publications, 
medical  library,  anticipated  travel  and  maintenance  expense  of  staff 
members  to  educational  conferences  and  workshops,  and  for  assisting 
staff  members  in  other  forms  of  professional  advancement  activities. 

12.  O ther  Expenditures 

Some  rehabilitation  centers  operate  cafeterias,  recreational  programs 
and  provide  other  types  of  services  for  patients  which  can  be  organized 
as  separate  departments  with  their  own  operating  income  or  expense 
budgets  or  can  be  included  under  the  overall  operating  budget. 


CURRENT  CAPITAL  EXPENDITURES  BUDGET 

This  budget  contains  an  estimate  of  the  funds  to  be  expended  for  equip- 
ment and  building  expansion  or  improvements.  The  capital  expendi- 
tures budget  is  usually  prepared  and  carried  as  a  separate  budget. 
Budgeting  for  capital  expenditures  should  represent  the  long  range 
plans  of  the  center  for  replacing  equipment,  purchasing  new  equip- 
ment and  for  the  realization  of  other  activities  considered  as  capital 
investments. 


CASH   BUDGET 

The  cash  budget  is  usually  prepared  and  carried  as  a  separate  budget. 
It  is  really  converting  income  and  expenses  to  cash.  It  should  reflect 
the  amount  of  cash  which  will  be  available  daily,  weekly,  or  monthly 
for  the  center's  salaries,  supplies,  equipment  and  other  expenditures 
needed  for  operation.  Its  purpose  is  to  determine  whether  or  not  the 
general  fund  cash  will  be  available  to  finance  operating  expenses  as 
well  as  capital  needs.  It  is  a  projection  (usually  monthly)  of  the  an- 
ticipated cash  receipts  and  disbursements,  showing  as  of  the  close  of 
a  set  period,  the  net  amount  of  the  general  fund  cash  available  to 
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finance  current  operations.    It  may  reveal  surplus  cash  available  for       ^ 
other  purposes  or  it  may  indicate  a  deficit  and  the  need  of  additional 
income  through  some  other  medium. 


MASTER   BUDGET 

Upon  completion  of  all  budgets  which  may  be  needed  and  prepared  by 
a  center,  one  is  ready  to  prepare  a  master  budget.  The  master  budget 
is  a  consolidation  of  all  other  budgets  and  is  usually  the  one  that  is 
presented  to  the  Board  of  Directors.  It  should  contain  a  profit  and 
loss  statement  (income  and  expenses)  and  an  estimated  balance  sheet, 
a  cash  budget,  a  capital  expenditure  budget  and  such  subsidiary 
budgets  and  details  as  insurance,  tax  schedule,  utility  schedule,  educa- 
tion detail,  travel  allowance  and  contribution  detail  not  covered  in  the 
operating  budget.  Master  budgeting  is  in  reality  determining  the  net 
income  or  the  net  deficit  for  a  given  period  of  time. 


BALANCING  THE  BUDGET 

If  the  budget  does  not  balance,  one  must  make  changes  in  order  to  ob- 
tain a  satisfactory  financial  program  or  structure.  The  following 
represents  some  of  the  actions  which  may  be  considered : 

1.  An  increase  or  decrease  of  the  treatment  or  service  fees. 

2.  The  changes  which  can  be  made  to  increase  or  decrease  income 
from  other  sources. 

3.  The  elimination  or  addition  of  services. 

4.  The  adoption  of  personnel  policies  and  administrative  procedure 
which  will  influence  costs  and  income. 


ADMINISTRATIVE  USES  OF  A  BUDGET 

Although  budgets  are  not  a  substitute  for  efficient  administration  and 
management,  they  do  provide  the  knowledge  and  tools  for  good  man- 
agement and  financial  planning.  The  following  are  seven  basic  results 
or  outcomes  of  good  budgeting  which  can  be  used  to  achieve  sound 
financial  planning : 

1.  A  budget  very  definitely  formulates  a  plan  to  folloiu 

In  a  budget,  past  operating  experiences  plus  anticipated  changes 

have  been  carefully  weighed  before  mapping  or  pre-determining  what 

244 


will  happen  in  the  financial  operations  of  a  center.  The  budget  takes 
into  consideration  what  will  probably  happen  in  the  future  and  it 
has  or  it  should  set  forth  a  proposed  program  to  meet,  to  solve,  and  to 
control  the  problems.  Fund  requirements  are  surely  decided  upon 
in  advance  of  the  actual  needs, 

2.  A  budget  is  a  gage  hy  which  to  measure  accoinplishments  and 

'performances  which  differ  from  tohat  was  expected  to  happen 
A  budget  provides  a  means  by  which  to  judge  the  performance  of  one 
part  of  your  center  organization  as  compared  with  another.     A  budget 
fixes  responsibility  and  provides  a  yardstick  for  measuring  achieve- 
ments. 

3.  A  hudget  sets  a  challenge 

The  budget  necessarily  sets  forth  certain  goals  that  are  to  be  met. 
This  means  it  simply  gives  administration  a  challenge  to  meet  these 
goals.  In  other  words,  top  performance  would  be  met  if  the  budget 
plan  is  completely  achieved.  Each  department  and  each  department 
head  has  a  goal  which  he  should  meet, 

4.  A  Tjudget  provides  a  means  hy  tohich  to  intelligently  estimate — 

thereby  replacing  guesswork 
In  budget  preparation,  thought  has  been  given  to  all  foreseeable 
factors  and  each  factor  has  carefully  been  weighed  as  to  the  part  it 
will  play  in  the  total  financial  picture. 

5.  A  budget  provides  a  forecast  of  many  financial  problems  that  will 

arise  thereby  giving  an  opportunity  to  consider  them  before  the 

difficulty  is  at  hand 
Therefore,  the  budget  may  pattern   the  trend  or  condition   to   a 
workable  solution. 

6.  A  budget  indicates  the  services  that  may  be  demanded  of  a  rehabili- 

tation center 

7.  A  budget  is  influential  in  making  for  the  efficient  and  economical 

operation  of  the  center 

Department  heads  and  staff  members  become  more  concerned  about 
the  efficient  operation  of  their  departments. 


ESTABLISHMENT  AND  USE  OF  SPECIAL  FUNDS 

Some  centers  have  established  the  practice  of  setting  up  Special  Funds 
which  are  carried  as  separate  funds  from  the  normal  operating  funds. 
These  funds  are  usually  made  possible  from  substantial  restricted  or 
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unrestricted  contributions  such  as  may  be  derived  from  donations, 
gifts,  legacies,  and  memorials.  The  setting  up  of  a  Special  Fund  in 
the  name  of  a  person  and/or  for  a  specific  purpose  often  appeals  to  a 
donor  and  greatly  encourages  such  contributions.  These  funds  may 
also  serve  as  a  means  of  providing  such  services  to  patients  or  for  staff 
members  which  are  not  easily  accepted  or  justifiable  under  a  restricted 
operating  budget  such  as  the  budget  which  must  be  submitted  for 
Community  Chest  approval.  Special  funds  can  provide  a  certain 
flexibility  to  the  regular  operating  budget,  making  it  possible  to 
expand  services  or  set  up  special  projects  not  previously  anticipated 
and  provided  for  in  the  regular  budget.  Special  funds  can  also  be 
used  to  establish  a  financial  reserve  for  future  expansion  or  to  provide 
for  a  serious  emergency  as  a  fire  or  other  type  of  catastrophe. 
Investment  of  the  surplus  capital  from  the  special  funds  provide  a 
good  source  of  income  which  can  be  used  in  the  regular  operating 
budget  or  credited  to  the  fund. 

The  establishment  and  management  of  special  funds  will  be  of  par- 
ticular interest  to  the  finance  committee  and  other  members  of  the 
Board  of  Directors.  A  few  examples  of  special  funds  which  may  be 
established  by  rehabilitation  centers  are : 

Building  Reserve  Fund 

This  fund  is  commonly  started  with  any  money  which  may  not  have 
been  used  in  your  original  building  structure,  if  you  have  been  for- 
tunate enough  to  have  collected  more  than  was  necessary  for  your 
original  building  structure.  Direct  contributions  earmarked  for  cap- 
ital improvements  would  go  into  this  fund.  It  is  also  wise  to  consider 
allocating  funds  from  the  unrestricted  contributions  periodically  to 
this  fund  if  future  expansion  is  anticipated. 

Endowment  Fund 

This  fund  is  usually  started  by  some  large  contribution  in  the  form 
of  a  legacy  or  gift  for  the  purpose  of  establishing  a  financial  reserve 
to  meet  future  emergencies  as  they  may  arise.  Allocations  from  un- 
restricted contributions  can  also  be  credited  to  this  fund.  Community 
Chest  agencies  are  usually  required  to  utilize  the  interest  and  divi- 
dends realized  from  the  investments  of  this  fund  in  their  regular 
operating  budgets. 

Memorial  Fund 

This  fund  is  usually  made  up  of  all  money  gifts  as  memorials.  It 
appears  to  be  a  very  common  practice  for  rehabilitation  centers  to  es- 
tablish Memorial  Funds  and  to  interest  people  in  making  memorial 
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gifts  to  the  center.  This  practice  has  become  quite  popular  for  it 
represents  a  very  simple  and  effective  method  of  paying  respect  to  the 
family  of  the  deceased  and  at  the  same  time  goes  to  help  a  worthy 
cause.  Memorial  funds  are  usually  used  to  supplement  the  operating 
budget  for  the  purchase  of  treatment  equipment  for  the  center  or 
equipment  such  as  wheelchairs,  walkers  and  standup  tables  which 
can  be  loaned  to  patients. 

Other  Special  Funds 

There  are  other  types  of  special  funds  which  can  be  established:  {a) 
Library  Fund,  (b)  Professional  Advancement  and  Research  Fund, 
(c)  Prosthetic  Appliance  or  Brace  Fund,  (d)  Equipment  Fund,  (e) 
Patient's  Welfare  Fund,  (/)  Transportation  Fund,  each  having  its 
own  particular  purpose  and  each  having  a  certain  appeal  to  prospec- 
tive contributors. 

In  addition  to  providing  a  certain  elasticity  and  flexibility  to  a 
center's  regular  operating  budgets,  special  funds  give  a  stability  to 
the  financial  structure  of  a  center  and  should  be  considered  a  part  of 
the  total  financial  planning  of  a  center. 


BUDGETARY  ACCOUNTING— BOOKKEEPING— PRINCIPLES  AND  PRAC- 
TICES 

Introduction 

It  has  been  said  that  "efficiency  in  operation  is  based  at  least  in  part 
on  the  knowledge  of  performance  and  that  there  can  be  no  knowledge 
of  performance  without  some  reference  to  the  fact."  Bookkeeping 
and  statistics  are  merely  a  systematic  recording  and  presentation  of 
the  facts.  Accounting  is  a  method  of  classifying  and  interpreting  a 
single  transaction  or  a  group  of  transactions.  It  is  a  means  by  which 
one  can  get  a  financial  picture  at  a  given  time  or  on  a  series  of  activ- 
ities during  a  period  of  time. 

Under  the  budgetary  system,  the  amount  to  be  expended  is  deter- 
mined in  advance,  therefore  rigid  controls  must  be  set  up  to  see  that 
the  expenditures  stay  within  the  budget.  The  accounts  must  be  set 
up  in  such  a  way  that  this  control  can  be  maintained. 

Bookkeeping  Principles  and  Records 

To  realize  a  good  system  of  budgetary  accounting,  one  must  develop 
a  system  of  recording  all  transactions.  Bookkeeping  may  be  described 
as  a  systematic  method  of  recording  financial  transactions.    Funda- 
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mental  bookkeeping  principles  remain  the  same  regardless  of  whether 
they  are  applied  to  commercial  enterprises  or  to  rehabilitation  centers 
and  constitute  the  rules  governing  the  orderly  recording  of  financial 
data.  Bookkeeping  records  make  up  the  historical  documents  in 
which  data  is  entered. 

1.  Double  Entry  Bookkeeping  System  Most  Satisfactory 

The  double  entry  system  is  based  upon  the  fundamental  equation  of 
"Assets  equal  Liabilities  plus  Capital."  This  concept  requires  that 
for  every  dollar  recorded  as  a  debit,  there  must  be  an  offsetting  amount 
as  a  credit.  Every  transaction  recorded  in  the  books  of  accounting 
must  have  a  "dual"  effect. 

2.  Rule  of  Detit  and  Credit 

The  rules  for  debiting  and  crediting  under  the  double  entry  book- 
keeping system  are  as  follows : 

Transactions   posted   in   the  deMt  or   left  Transactions  posted  in  the  credit  or  right 

side  of  a  journal  or  ledger  side  of  a  journal  or  ledger 

1.  Acquisitions  of,  or  increases  in  as-  1.  Decreases  in  asset  values 
set  values  2.  Increases  in  liabilities 

2.  Decreases  in  liabilities  3.  Increases  in  capital  or  surplus 

3.  Decreases  in  capital  or  surplus  4.  Increases  in  income  earned 

4.  Decrease  in  income  5-  Decreases  in  expenses 

5.  Increases  in  expenses  accrued 

3.  Bookkeeping  Records  and  Forms 

Kecording  financial  transactions  and  preparing  financial  statements 
require  many  types  of  business  and  accounting  records  and  forms. 
They  can  be  divided  into  four  main  groups : 

a .  Pos ting  Media  Rec ords 

Business  records  which  provide  information  for  posting  to  journals 
and  ledgers  are  frequently  referred  to  as  "posting  media  records." 
Theoretically  the  items  are  recorded  in  original  entry  journals,  then 
posted  to  the  general  ledger  and  subsidiary  ledgers.  Today,  special 
machines  and  multiple  copy  forms  are  employed  to  post  journals  and 
subsidiary  ledgers  simultaneously. 

b.  JoumcHs 

Journals,  are  often  called  books  of  original  entry.  They  are  colum- 
nar type  forms  in  which  data  obtained  from  posting  media  are  re- 
corded. Journals  serve  as  a  means  of  classifying,  as  well  as  sum- 
marizing financial  transactions,  thus  relieving  the  general  ledger  of 
many  details  it  would  otherwise  contain.  The  use  of  journals  also  fa- 
cilitates the  division  of  work  assignments. 

c.  General  Ledger 

The  purpose  of  the  general  ledger  is  to  provide  accounts  to  receive  the 
debit  and  credit  amounts  entered  in  the  general  journal  and  special 
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journals.  The  amounts  posted  to  these  accounts  are  periodically  sum- 
marized, balanced  and  used  in  the  preparation  of  financial  statements. 
Usually  the  general  ledger  contains : 

{a)  Name  of  the  account  (e)   Explanation 

(&)  Account  number  (/)   Posting  reference 

{c)  Sheet  number  {g)  Debit  and  credit  columns 

{d)  Date  (A)   Balance  columns 

d.  Subsidiary  Ledgers 

When  the  number  of  accounts  of  a  like  nature  to  be  kept  in  the  gen- 
eral ledger,  such  as  individual  patient's  accounts,  becomes  voluminous, 
it  may  be  helpful  to  subdivide  the  general  ledger  or  set  up  subsidiary 
ledgers.  This  subdivision  is  accomplished  by  physically  removing  a 
group  of  similar  accounts  from  the  general  ledger  and  substituting  a 
summary  account  on  the  general  ledger  whose  balance  reflects  the  net 
amount  of  the  debit  or  credit  balances  on  the  individual  accounts  that 
have  been  transferred  to  subsidiary  ledgers. 

4.  Accounts  Receivable 

A  separate  ledger  account  should  be  maintained  for  each  patient  ad- 
mitted to  the  center  regardless  of  his  ability  to  pay.  Patient's  ac- 
counts receivable  are  usually  placed  in  a  subsidiary  ledger  and  a  con- 
trol account  is  carried  in  the  general  ledger.  Accounts  receivable 
recordings  should  cover  the  following  information : 

(1)  Charges  for  routine  services 

(2)  Charges  for  special  services 

(3)  Daily  summary  of  special  service  charges 

(4)  Charge  notices 

( 5 )  Patients'  income  j  ournal 

( 6 )  Allowances  and  ad  j  ustments 
(Y)   Patients' statements 

( 8 )  Analysis  of  accounts  receivable 

( 9 )  Provisions  for  uncollectible  amounts  and  notes  receivable 

5.  Gash  Receipts  and  Banking  Practices 

It  is  desirable  that  a  separate  bank  account  be  maintained  for  each 
of  the  types  of  cash  funds  carried.  This  practice  offers  advantages 
since  bank  reconciliations  are  facilitated  and  cash  fund  transactions 
can  be  more  effectively  analyzed  if  the  cash  funds  of  one  group  are 
not  mingled  in  a  bank  account  containing  other  cash  resources.  To 
verify  the  accuracy  of  the  balance  in  the  cash  account,  it  is  necessary 
to  account  for  any  differences  between  the  balances  reported  by  the 
bank  and  that  appearing  in  the  general  ledger.  This  is  accomplished 
by  preparing  a  reconciliation  of  each  bank  account. 

All  cash  received  should  be  acknowledged  by  a  written  cash  receipt. 
There  are  many  different  cash  receipt  forms,  any  one  of  which  may 
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be  used  satisfactorily.  A  cash  receipt  journal  should  be  used  for  sum- 
marizing individual  cash  receipts  into  classifications  which  will  facili- 
tate entries  to  the  general  ledger. 

6.  Accounts  Payable 

Accounts  payable  generally  include  liabilities  incurred  for  materials, 
supplies  and  services  purchased.  Special  accounts  are  usually  main- 
tained for  accrued  salaries  and  wage  expense,  notes  payable,  with- 
holding taxes  payable,  etc.  All  invoices  should  be  verified  before 
paid.  A  purchase  journal  is  used  when  the  number  of  accounts  pay- 
able is  small.  The  voucher  system  is  used,  if  the  number  of  accounts 
payable  is  large.  The  A'oucher  system  is  based  upon  the  use  of  vouchers 
and  a  voucher  register.  The  voucher  register  is  an  expanded  pur- 
chase journal.  In  additional  to  containing  data  regarding  purchases 
of  supplies  and  services,  it  provides  space  to  enter  voucher  numbers, 
check  numbers  and  voucher  payment  dates. 

7.  Payroll  Systems 

The  smaller  center  can  get  along  nicely  with  a  manual  payroll  system. 
The  large  institution  may  need  a  mechanical  payroll.  Regardless  of 
the  system  used,  it  is  important  that  all  pertinent  payroll  data  flow 
smoothly  through  the  bookkeeping  process.  When  new  employees  are 
hired,  salaries  or  positions  of  present  personnel  changed  or  employ- 
ment terminated,  it  is  essential  that  this  information  be  given 
routinely  to  the  business  office.  The  business  office  must  receive  writ- 
ten authorization  for  adding  employees  to  the  payroll,  for  changes  in 
payroll  status,  and  for  termination  of  employment.  Some  type  of 
time  record  forms  should  be  adopted  to  serve  as  a  basis  for  computing 
salaries.  It  is  always  recommended  that  payroll  expenditures  be 
made  by  check  for  it  reduces  risks  in  handling  cash  and  eliminates 
written  receipts.  It  is  also  essential  that  a  record  be  maintained  to 
provide  a  history  of  each  employee's  hours  worked,  cash  earnings, 
taxable  earnings,  deductions  and  net  pay  as  required  by  law. 

8.  C ash  Disbursement  Procedures 

The  following  suggestions  may  prove  helpful  in  effectively  accounting 
for  cash  disbursements : 

(1)  Responsibility  for  the  disbursement  of  cash  should  be  assigned 
to  specific  individuals. 

(2)  All  disbursements  should  be  made  by  check  with  the  exception 
of  payment  of  incidental  expenses  from  a  petty  cash  fund. 

(3)  Payments  to  vendors  and  payroll  disbursements  should  be 
made  by  checks  signed  by  a  member  of  the  administrative  staff  and 
in  some  cases  countersigned  by  others  not  directly  concerned  with  the 
accounting  records. 
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(4)  An  adequate  internal  control  system  should  be  established  for 
disbursing  cash. 

(5)  All  employees  responsible  for  handling  cash  disbursements 
should  be  adequately  bonded. 

Both  a  cash  disbursement  journal  and  the  check  register  serve  the 
same  fundamental  purpose  of  recording  the  disbursements.  The 
establishment  of  a  petty  cash  fund  will  avoid  the  inconvenience  of 
paying  very  small  amounts  by  check.  When  disbursements  are  made 
"petty  cash  slips"  are  prepared  and  signed.  These  slips  are  recorded 
accordingly. 

9.  Inventory  System  and  Control 

Inventory  control  provides  a  continuous  means  of  verifying  and 
accounting  for  materials  and  supplies  purchased  and  issued.  To  ob- 
tain adequate  control,  it  is  suggested  that  the  responsibility  for  stor- 
ing and  issuing  supplies  be  under  the  supervision  of  the  purchasing 
agent  and  the  inventory  records  be  maintained  in  the  business  office. 
A  perpetual  inventory  should  provide  for  a  continuous  record  of 
supplies  received,  those  issued  and  stock  on  hand.  A  subsidiary  ledger 
should  be  kept  for  each  supply  item  under  the  inventory  control  as 
support  to  the  general  ledger  control  account.  At  least  once  a  year, 
the  storeroom  supplies  should  be  counted  and  compared  with  the  bal- 
ance shown  on  the  inventory  ledgers. 

10.  Tried  Balance — Adjusting  and  Closing  Entries 

In  order  to  determine  the  equality  of  debit  and  credit  entries,  a  trial 
balance  should  be  taken  at  the  close  of  each  monthly  accounting  period. 
The  trial  balance  is  prepared  by  listing  all  general  ledger  accounts 
with  their  respective  debit  and  credit  balances  on  tl^e  multi-column 
journal  paper.  If  the  total  of  the  debits  and  total  of  the  credits  are  in 
agreement,  the  trial  balance  is  said  to  be  "in  balance."  Trial  balance 
is  proof  of  accuracy.  It  gives  a  picture  of  the  operation  and  it  al- 
locates errors  to  the  periods  in  which  they  occur. 

To  accurately  reflect  the  current  operating  position  of  a  center,  it  is 
necessary  to  record  additional  income  and  expense  data  by  means  of 
adjusting  entries.     Adjustments  are  most  frequently  used  to  record : 

Depreciation 

Valuation  entries  for  the  periodic  provision  of  uncollectible  ac- 
counts 

Insurance  expense 

Interest  expense 

Investment  income 

Inventory  adjustments 


Accrued  wages 
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11.  Miscellaneous  Bookkeeping  Records  and  Procedures 

Bookkeeping  records  and  procedures  should  be  developed  and  main- 
tained to  provide  accurate  accounts  on : 

Refunds  to  patients 

Collections  on  patient's  accounts  charged  off 

Prepaid  expenses 

Deferred  income 

Depreciation  records  and  procedures 

Accounting  for  investments  etc. 

12.  Financial  Beforts 

Financial  reports  will  vary  with  the  size  of  the  center,  type  of  owner- 
ship and  purpose  for  which  they  are  being  prepared. 

Balance  Sheet 

A  balance  sheet  presents  the  center's  financial  position  as  of  a  specific 
time  and  it  is  the  type  of  report  desired  by  the  Board  of  Directors 
at  their  monthly  meetings.  The  classification  of  balance  sheet  data 
should  conform  to  the  general  ledger  classification  of  accounts  main- 
tained by  the  center.  It  classifies  and  reports  the  financial  status  of 
the  assets,  liabilities  and  capital  or  net  worth  of  each  of  the  major 
fund  groups.  In  an  "account  form"  type  of  balance  sheet,  the  assets 
are  listed  on  the  left  side  and  the  liabilities,  reserves,  capital  and  sur- 
pluses are  listed  on  the  right  side. 

Income  and  Expense  Statement 

The  income  and  expense  statement  reports  the  results  of  the  center's 
operation  for  a  stated  period  of  time  and  it  is  also  the  type  of  report 
desired  by  the  Board  of  Directors.  The  form  used  will  depend  upon 
management  needs,  degree  of  detail  desired  and  type  of  comparison 
required.  Comparisons  may  be  made  of  the  current  month  with 
previous  months  or  year-to-date  figures  with  previous  year-to-date 
figures.  It  is  also  suggested  that  income  and  expense  statements  be 
patterned  after  the  general  ledger  classifications  of  income  and  ex- 
pense accounts. 


BASIC   BUSINESS   PRACTICES 


Credits  and  Collections 

One  of  the  most  important  functions  of  a  center's  business  office  is  to 
maintain  effective  credit  and  collections  procedures.     The  procedures 
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should  not  merely  attempt  to  collect  the  accomit  but  should  attempt 
to  collect  it  promptly  and  still  not  affect  the  public  relations  efforts 
of  the  center.  No  single  procedure  can  be  applied  to  collecting  all  ac- 
counts. Failure  by  the  patient  or  responsible  party  to  settle  the  ac- 
count promptly  may  be  due  to  a  number  of  factors  such  as  misunder- 
standings, habitual  delay  in  paying  debts,  personal  problems  making 
it  difficult  to  pay,  etc.  Credit  and  collections  procedures  may  be  fa- 
cilitated by  acquainting  the  patient  with  the  type  and  nature  of 
charges  prior  to  admission.  The  most  favorable  time  to  establish  a 
satisfactory  arrangement  for  payment  is  at  the  time  of  admission. 
Many  centers  have  found  that  satisfactory  settlement  of  accounts  can 
be  facilitated  by  the  use  of  budget  installment  payments  similar  to 
time  payment  plans  of  commercial  establishments.  The  patient  or 
responsible  party  should  receive  a  statement  of  the  account  as  soon 
as  possible  after  the  discharge  date.  Constant  and  prompt  follow-up 
of  accounts  after  discharge  is  necessary. 

Statistics 

Statistics  are  the  science  of  collecting,  classifying,  summarizing,  ana- 
lyzing and  interpreting  quantitative  data.  The  most  common  statis- 
tical reports  utilized  by  rehabilitation  centers  are : 

Number  of  patients  admitted 

Number  discharged 

Current  case  load 

Number  of  patients  on  full  pay,  part  pay  or  cancelled  fees 

Number  of  patient  visits 

Disability  classification  of  patients 

Number  and  type  of  services  rendered 

Significant  statistical  data  should  be  summarized  at  least  monthly 
and  reported  to  the  administration  and  Board  of  Directors  as  a  guide 
in  analyzing  the  scope  of  services  rendered  by  the  center.  These 
monthly  summaries  may  be  prepared  to  show  comparative  data  for 
purposes  of  determining  significant  increases  or  decreases  in  services 
rendered. 


SUMMARY  AND  CONCLUSIONS 

Budgets  and  bookkeeping  records  are  necessary  and  indispensible 
tools  for  developing  and  maintaining  a  good  financial  structure. 
Properly  developed  and  wisely  administered,  these  tools  can  greatly 
assist  a  rehabilitation  center  administrator  and  the  Board  of  Directors 
in  coordinating  activities  toward  desired  objectives,  providing  control 
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over  expenditures,  eliminating  waste,  and  in  measuring  the  efficiency 
of  both  staff  and  management.  Administrators  and  Board  of  Direc- 
tors are  responsible  for  establishing  a  sound  financial  structure  for 
their  center.  They  carry  the  serious  responsibility  of  rendering  serv- 
ices to  patients  as  effectively  and  economically  as  is  humanly  possible. 
The  contributors,  patients  and  the  community  have  a  right  to  expect 
sound  financial  planning  and  administration  of  a  center. 
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Federal  and  State  Sources  of  Financial  Support 

The  Hill-Burton  Act  and 
Amendments — Federal  Aspects 

hy  HUGH  B.  SPEIR 

Chiefs  State  Plan  and  Plan  Development  Section^  Division 
of  Hospital  and  Medical  Facilities^  Public  Health  Service^ 
U.  S.  Department  of  Healthy  Education^  and  Welfare^  'Wash- 
ington^ D.  G. 

SIGNIFICANCE  OF  AMENDMENTS 

Federal  aid  for  construction  of  rehabilitation  facilities  is  authorized 
under  the  Medical  Facilities  Survey  and  Construction  Act  of  1954, 
Public  Law  482,  83d  Congress.  The  act  amends  the  Hospital  Survey 
and  Construction  Act  of  1946,  popularly  known  as  the  Hill-Burton 
Act.  The  original  legislation  makes  Federal  funds  available  to  the 
States  to  pay  a  portion  of  the  cost  of  constructing  public  and  other 
nonprofit  hospitals  and  public  health  centers.  The  amendments  also 
authorize  Federal  aid  for  the  construction  of  nursing  homes,  diag- 
nostic, or  diagnostic  and  treatment  centers,  and  an  earmarked  appro- 
priation for  chronic- disease  hospitals.  Eehabilitation  facilities  were 
eligible  under  the  original  program  only  as  a  part  of  a  hospital,  but 
now  can  be  constructed  as  a  separate  institution. 

The  amendments  were  enacted  as  part  of  the  President's  1954 
Health  Program.  Among  other  things,  the  President's  Health  Mes- 
sage to  Congress  of  that  year  recommended  that  the  number  of  persons 
being  rehabilitated  for  employment  be  increased  from  about  60i,000 
annually  to  200,000  by  1959.  It  was  recognized  that  to  meet  this  ob- 
jective it  would  be  necessary  to  enlarge  the  Nation's  rehabilitation 
facility  capacity.  Consideration  was  also  given  to  the  fact  that  re- 
habilitation facilities  lighten  the  load  on  general  hospitals,  chronic 
disease  hospitals  and  the  nursing  homes  (i ) . 

The  rehabilitation  facilities  constructed  under  the  provisions  of  the 
amended  act  may  be  made  available  to  all  disabled  persons  in  the 
community — children,  aged  and  others — irrespective  of  whether  they 
are  being  rehabilitated  for  employment. 

The  amendments  retain  the  essential  features  of  the  original  Hill- 
Burton  Act,  which  is  considered  to  be  one  of  the  most  soundly  con- 
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ceived  health  statutes  ever  enacted  by  the  Federal  Congress.  The 
provision  in  the  basic  act  for  allotting  more  money  to  the  poorer 
States,  where  the  relative  need  is  greatest,  is  continued.  The  designa- 
tion of  a  single  State  agency  to  administer  the  program  at  the  State 
level  is  required,  thus  assuring  the  placement  of  facilities  where  the 
need  is  greatest.  The  initiative  for  acquiring  and  operating  the  com- 
pleted facilities  remains  with  the  local  communities.  The  amended 
act  reiterates  that  no  Federal  employee  has  the  right  to  exercise  any 
supervision  or  control  over  facilities  built  under  the  program. 

The  amendments  also  provide  for  the  utilization  of  an  advisory 
council  to  consult  with  the  State  agency  in  carrying  out  the  program. 
If  the  State  advisory  council  does  not  include  representatives  of  non- 
governmental organizations  or  groups,  or  State  agencies,  concerned 
with  rehabilitation,  provision  must  be  made  for  consultation  with  such 
agencies,  organizations  and  groups.  The  State  Vocational  Eehabilita- 
tion  Agency  must  be  among  the  agencies  consulted. 

The  Federal  Hospital  Council  retains  its  administrative  functions 
over  the  categories  of  facilities  included  in  the  amendments.  That 
council  and  the  Secretary  of  Health,  Education  and  Welfare  must 
approve  the  general  Kegulations  established  by  the  Surgeon  General  of 
the  Public  Health  Service  for  the  conduct  of  the  program.  These 
required  regulations  have  the  force  of  law  and  must  be  published  in 
the  Federal  Register. 


PROVISIONS  FOR  SURVEYING  NEEDS 

One  of  the  major  purposes  of  Public  Law  482  is  to  assist  the  several 
States  in  determining  the  facilities  that  are  needed.  To  implement  this 
purpose,  an  appropriation  of  $2,000,000  was  made  for  grants  to  assist 
the  States  in  surveying  their  needs  and  making  plans  to  meet  these 
needs.  The  minimum  grant  to  any  State  is  $25,000  and  the  maximum 
is  determined  by  the  State's  population.  Every  State  is  required  to 
match  these  funds  on  a  dollar  for  dollar  basis.  The  act  states  that 
Survey  and  Planning  funds  will  remain  available  until  expended,  but 
a  later  appropriation  bill  limits  availability  of  these  funds  to  the  end 
of  the  1957  fiscal  year  (2). 

The  survey  and  planning  provisions  of  the  amendments  follow  de- 
sirable features  of  the  original  Hill-Burton  Program.  For  the  first 
time  in  the  Nation's  history,  each  State  and  Territory  undertook  the 
orderly  inventory  and  appraisal  of  its  existing  hospitals  and  public 
health  facilities,  and  developed  a  comprehensive  statewide  plan  for 
expanding  and  improving  these  facilities  in  accordance  with  the  most 
urgent  need. 
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A  similar  service  has  been  accomplished  for  rehabilitation  and  other 
facilities  made  eligible  for  aid  in  the  amended  act.  The  rehabilitation 
section  of  the  State  plan  includes  an  inventory  of  the  facilities  in  the 
State  and  their  services.  The  States  are  requested  to  report  hospitals 
and  other  facilities  that  offer  services  in  one  or  more  of  the  medical, 
psychological,  social  and  vocational  areas.  For  example,  hospitals 
that  provide  physical  medicine  or  occupational  therapy  are  included  in 
the  inventory  in  order  that  total  rehabilitation  resources  may  be  known. 
The  information  includes  the  name  and  location  of  each  existing  fa- 
cility; the  suitability  of  the  structure  for  rehabilitation  use;  its 
ownership  or  control;  the  average  daily  caseload  of  inpatients  and 
outpatients ;  the  number  of  individuals  served  during  a  year ;  and  the 
age  groups  served.  Services  provided  for  the  deaf,  blind,  tuberculous, 
cardiacs,  orthopedic,  neurological,  and  other  disability  groups  are 
shown  in  the  inventory. 

The  plan  includes  a  program  for  constructing  facilities  that  are 
needed  to  provide  all  of  the  rehabilitation  services  required  in  the 
State.  The  program  shows  the  proposed  location  of  each  facility  and 
a  narrative  description  of  the  services  to  be  offered.  The  description 
usually  indicates  whether  a  new  facility  is  proposed,  or  whether 
expansion  of  an  existing  facility  will  be  adequate.  It  states  whether 
services  w411  be  restricted  to  certain  disabilities  such  as  speech  and 
hearing,  or  whether  service  is  to  be  available  for  the  care  of  multiple 
disabilities ;  it  shows  the  age  of  patients  to  be  accepted  and  whether  or 
not  provision  will  be  made  for  inpatient  care.  The  program  states 
whether  or  not  a  facility  is  proposed  as  a  service  unit  for  the  entire 
State.  If  a  facility  is  planned  for  less  than  statewide  service,  the 
area  to  be  served  must  be  shown  and  a  statement  made  as  to  the 
relative  need  among  areas. 

The  plan  includes  a  statement  that  a  rehabilitation  service  for 
some  or  all  types  of  disabilities  will  be  secured  in  another  State.  Any 
State  may  file  with  the  Surgeon  General  a  request  that  a  specified 
portion  of  its  allotment  be  added  to  the  corresponding  allotment  of 
another  State  for  the  purpose  of  meeting  a  portion  of  the  Federal 
share  of  the  cost  of  a  project  for  the  construction  of  a  rehabilitation 
facility  in  such  other  State.  Seven  States  have  utilized  this  provi- 
sion of  the  act. 


STANDARDS  OF  ADEQUACY 

The  Surgeon  General  is  required  to  establish  standards  of  adequacy 
for  the  facilities  that  are  eligible  under  the  act.  The  standards  of 
adequacy   for   rehabilitation   facilities   in  the   regulations   read   as 
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follows :  "Rehabilitation  facilities  shall  be  planned  by  each  State  so 
that  all  persons  in  the  State  shall  have  access  to  integrated  rehabilita- 
tion services  for  all  types  of  disabilities.  The  facility  or  facilities 
may  be  programmed  in  the  State  or  by  joint  planning  with  one  or 
more  other  States  to  service  the  residents  of  such  States.  In  a  State 
with  more  than  300,000  population  the  number  of  integrated  service 
units  existing  and  proposed  for  each  disability,  whether  in  multiple 
disability  type  facilities  or  in  a  single  disability  type  facility  shall 
not  exceed  one  for  the  first  300,000  population  and  one  for  the  major 
fraction  of  each  unit  of  300,000  population  in  excess  thereof.  In  a 
State  with  less  than  300,000  population  not  more  than  one  such 
integrated  service  unit  may  be  planned  for  each  type  of  disability, 
whether  in  multiple-type  disability  facilities  or  in  a  single-type  disa- 
bility facility.  Within  such  limitation,  a  State  may  expand  existing 
facilities  to  provide  for  a  greater  volume  or  greater  variety  of 
services  (<?)." 

The  State  plans  for  rehabilitation  and  other  categories  of  facilities 
must  be  approved  by  the  Surgeon  General.  There  is  a  continuing 
need  for  survey  and  planning  activities  and,  therefore,  plans  are 
required  to  be  revised  annually,  and  approved  by  the  Surgeon 
General. 


CONSTRUCTION   PROGRAM 

The  amendments  authorize  $10  million  to  be  made  available  to  the 
States  annually  for  paying  part  of  the  cost  of  constructing  and 
equipping  rehabilitation  facilities.  The  authorization  extends  to 
June  30,  1959,  and  is  the  same  for  all  categories  of  facilities.  The 
Congress  has  appropriated  $4  million  annually  for  the  past  3  years, 
making  a  total  of  $12  million  available  for  construction. 

These  funds  are  allotted  to  the  States  on  the  basis  of  population  and 
relative  wealth.  A  minimum  allotment  of  $50,000  to  any  State  is 
established  in  the  law.  Sums  alloted  for  rehabilitation  facilities  may 
be  used  for  no  other  purpose,  although  allotments  to  other  categories 
of  facilities  included  in  the  amendments,  may,  under  certain  circum- 
stances, be  transferred  from  one  category  to  another.  The  Federal 
share  of  the  cost  of  constructing  and  equipping  a  facility  is  a  minimum 
of  33^3  percent  and  a  maximum  of  66%  percent,  depending  on  one 
of  several  options  a  State  may  choose.  Payment  of  operational  ex- 
penses are  not  authorized  under  this  program. 

An  application  for  a  grant  to  construct  a  rehabilitation  facility  must 
be  in  accordance  with  the  State  plan.     It  must  be  approved  by  the 
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State  agency  administering  the  program  and  by  the  Surgeon  General 
and  the  Secretary  of  Health,  Education,  and  Welfare.  The  responsi- 
bility of  the  Secretary  has  been  delegated  to  the  Director,  Office  of 
Vocational  Rehabilitation. 

Section  631  (n)  of  the  act  reads  as  follows:  "The  term  'rehabilita- 
tion facility'  means  a  facility  which  is  operated  for  the  primary  pur- 
pose of  assisting  in  the  rehabilitation  of  disabled  persons  through  an 
integrated  program  of  medical,  psychological,  social,  and  vocational 
evaluation  and  services  under  competent  professional  supervision  and 
in  the  case  of  which  the  major  portion  of  such  evaluation  and  service 
is  furnished  within  the  facility;  and  either  (A)  the  facility  is  operated 
in  connection  with  a  hospital,  or  (B)  all  medical  and  related  health 
services  are  prescribed  by,  or  under  the  general  direction  of,  persons 
licensed  to  practice  medicine  and  surgery  in  the  State  (6")."  The 
congressional  hearings  on  this  legislation  indicate  that  the  compre- 
hensive services  described  in  the  definition  were  intended  to  make  it 
possible  to  care  for  severe  disabilities  such  as  the  different  types  of 
paralysis,  paraplegia,  blindness,  heart  disease,  and  the  results  of 
serious  accidents  (4) . 

The  language  used  in  the  definition  has  been  interpreted  to  mean 
that  evaluation  and  services  offered  by  the  facilities  cannot  be  solely 
medical,  social,  psychological,  or  vocational ;  nor  can  there  be  a  com- 
bination of  services  from  only  2  or  3  of  these  areas.  The  rehabilitation 
facility  must  include  the  four  basic  areas  of  evaluation  and  services, 
although  any  of  these  areas  may  be  dominant,  depending  on  the  needs 
of  the  patient.  These  four  areas  of  services  must  be  available  in 
facilities  that  serve  a  single  disability  as  well  as  those  for  multiple 
disabilities. 

The  definition  states  that  the  major  portion  of  such  evaluation  and 
services  is  furnished  within  the  facility.  The  initial  part  of  an  appli- 
cation for  a  grant  to  build  a  rehabilitation  facility  contains  a  supple- 
mentary sheet  listing  the  services  normally  required  in  the  rehabilita- 
tion of  various  kinds  of  disabilities.  This  supplemental  sheet  is 
shown  below.  It  will  be  noted  that  the  column  headings  are :  Multiple 
disability  facilities,  facilities  for  the  blind,  facilities  for  the  deaf,  and 
other  facilities.  The  columns  are  divided  so  that  inpatients  and  out- 
patients may  be  shown  for  each  type  of  facility.  The  services  which 
must  be  provided  within  the  facility  are  marked  with  an  asterisk. 
The  applicant  is  instructed  to  indicate  with  an  "X"  the  services  that 
are  to  be  provided  in  the  facility  for  which  the  application  is  being 
made.  If  the  facility  will  serve  a  single  disability  group  other  than 
the  blind  and  deaf,  the  column  marked  "other  facilities"  is  to  be  used. 
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Services 

Multiple  dis- 
ability facility 

Facilities  for 
the  blind 

Facilities  for 
the  deaf 

Other  facilities 

1.  In- 
patient 

2.  Out- 
patient 

3.  In- 
patient 

4.  Out- 
patient 

5.  In- 
patient 

6.  Out- 
patient 

7.  In- 
patient 

8.  Out- 
patient 

Medical  Services: 
a.    Physical  and  Medical  Evalua- 
tion   .  _ 

(1) 

(') 

, 

* 

* 

* 

b.  Medical  Supervision  ..     - 

c.    Physical  therapy ._ 

d.   Occupational  therapy.  .  . 

e.    Speech  therapy              _     - 

* 

* 

f.    Audiological  services  including 
lip  reading 

g.    Prosthetic      appliances      and 
braces 

h.  Psychiatric  services 

* 

* 

* 

* 

i.    Dental  services ._. . 

j.    Nursings         .  .  _ 

* 

k.  Physical  education 

* 

* 

1.    Medical  consultation..  .  

m.  Recreational  therapy    ._ 

Psychological  Services: 
a.    Evaluation 

* 

* 

* 

* 

* 

* 

* 

Social  Services: 
a.   Evaluation 

b.  Social  casework  

c.    Social  groupwork.    _ 

d.   Recreation  (nonmedical) 

Vocational  Services: 
a.   Evaluation 

* 

* 

* 

* 

* 

* 

* 

b.  Vocational  counseling 

c.    Pre- vocational  activities  2    

d.  Special  education  3...        

* 

* 

e.    Vocational  training  _._     ... 

f.    Sheltered  employment  .  . 

g.  Placement.--    -. 

h.  Travel  training  (for  the  blind)  . 

* 

* 

'  A  minimum  requirement  if  cerebral  palsy  is  served.    If  ten  cerebral  palsied  needing  this  service  are 
served  at  any  one  time,  this  service  should  be  in  the  facility. 

2  Not  a  minimum  essential  if  facility  is  serving  children  under  12  years  of  age,  exclusively. 

3  If  a  children's  facility  or  if  the  facility  has  a  children's  department,  this  service  is  essential. 

A  narrative  description  of  the  services  checked  on  the  continuation 
sheet  must  accompany  the  application.  A  paragraph  for  each  service 
is  adequate.  It  should  indicate  the  staff  to  be  provided  .and  state  the 
location  where  the  services  will  be  conducted  within  the  facility.  Such 
space  should  be  marked  on  a  preliminary  drawing  of  the  proposed 
structure  which  must  accompany  the  application. 


MEDICAL  SUPERVISION 

A  rehabilitation  facility  not  operated  in  connection  with  a  hospital  is 
required  by  the  definition  in  the  Act  to  have  all  medical  and  related 
health  services  prescribed  by,  or  under  the  general  direction  of,  per- 
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sons  licensed  to  practice  medicine  or  surgery  in  the  State.  This  pro- 
vision does  not  pertain  to  the  direction  of  the  facility  itself  but  only  to 
the  medical  care  and  related  health  services  that  are  made  available. 

The  narrative  description  accompanying  an  application  must  show 
that  the  medical  services  will  be  in  charge  of  a  physician  who  is  re- 
sponsible for  seeing  that  medical  evaluation  is  made  within  the  facility. 
He  must  be  responsible  for  seeing  that  supervision  is  provided  for  medi- 
cal activities  and  the  medical  aspects  of  other  rehabilitation  services. 
He  need  not  be  a  full-time  staff  member.  The  requirements  of  the  Act 
are  not  considered  to  be  met  if  supervision  of  the  medical  and  related 
health  services  is  to  be  provided  by  a  group  of  physicians  serving  as 
an  advisory  board,  by  physicians  on  call  or  by  physicians  who  refer 
patients  to  the  facility  with  a  prescription. 


INTEGRATED  PROGRAM 

An  integrated  program  of  medical,  psychological,  social  and  vocational 
evaluation  and  services  is  specified  in  the  definition.  Such  a  program 
is  described  in  the  regulations  as  one  which  "brings  together  as  a  team 
specialized  personnel  from  the  medical,  psychological,  social,  and 
vocational  areas  for  the  purpose  of  pooling  information,  interpretation 
and  opinions  for  the  development  of  a  rehabilitation  plan  of  services  in 
which  the  disabled  individual  is  viewed  as  a  whole.  When  the  mem- 
bers of  the  team  contribute  to  the  diagnosis  and  treatment  of  illness, 
their  contributions  must  be  coordinated  under  medical  responsibility 

The  narrative  description  of  the  project  should  state  proposals  for 
accomplishing  an  integrated  program.  Consideration  should  be 
given  to  the  location  of  services ;  provision  of  a  conference  room ;  avail- 
ability of  the  staff  for  conferences ;  and  the  skilled  leadership  needed 
in  developing  teamwork. 


RELATIVE  NEED  FOR  PROJECTS 

In  determining  the  relative  need  for  projects,  the  States  are  requested 
to  indicate  the  priority  of  projects  after  consideration  of  the  follow- 
ing factors  in  the  order  of  importance  as  given : 

A.  Relative  need  for  additional  rehabilitation  services  in  the  com- 
munity or  communities  to  be  served  by  the  project  taking  into  account 
existing  rehabilitation  services  and  giving  special  consideration  to  (1) 
projects  located  in  medical  centers,  medical  schools  or  universities  with 
medical  schools  or  medical  centers;  and   (2)    projects  providing  a 
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multiple  disability  service  as  distinguished  from  those  providing  a 
single  disability  service ; 

B.  The  extent  to  which  the  rehabilitation  services  will  be  made 
available  to  groups  of  the  population  which  for  any  reason  are  less 
adequately  served  than  other  groups  of  the  population  (5) . 


PROGRESS  OF  THE  PROGRAM 

As  of  January  1,  1957,  a  total  of  46  rehabilitation  facilitiy  projects 
had  been  approved  for  Federal  aid.  The  total  cost  of  these  projects 
is  almost  38  million  dollars,  of  which  approximately  $6i/^  million  is 
the  Federal  share.  Nineteen  of  the  projects  are  located  in  a  medical 
school  setting.  Ten  of  these  projects  are  sponsored  by  medical 
schools,  one  by  a  dental  school,  and  eight  more  are  affiliated  with 
medical  schools.  These  projects  will  provide  patient  care,  medical 
and  paramedical  teaching,  and  are  available  for  medical,  psycho- 
logical, social  and  vocational  research.  Most  of  the  projects  will  serve 
their  respective  institutions  as  a  core  for  the  department  of  physical 
medicine  and  for  the  schools  of  physical  therapy  and  occupational 
therapy,  as  well  as  medical  social  workers.  The  facilities  will  be  avail- 
able to  graduate  students  in  the  social  sciences  of  psychology,  soci- 
ology, and  communication.  Two  of  the  projects  affiliated  with  medical 
schools  are  specialized  facilities  for  speech  and  hearing. 

Seven  of  the  approved  projects  are  operated  in  connection  with 
hospitals  that  are  approved  for  interne  and  residency  training.  One 
of  these  projects  is  located  in  a  tuberculosis  sanatorium  and  one  in  a 
psychiatric  hospital.  The  remaining  twenty  projects  are  independ- 
ent institutions.  Six  of  these  facilities  are  new  and  have  no  previous 
operating  experience.  The  balance  are  projects  to  expand  or  replace 
existing  structures. 
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The  Hill-Burton  Act  and 
Amendments-State  Aspects 


hy  MARTHA   o'mALLEY,   M.   D. 

Director^  Division  of  Hospital  and  Institutional  Services, 
Indiana  State  Board  of  Health,  Indianapolis,  Ind. 


THE  FOUNDATION  for  the  State  Administration  of  the  Rehabilita- 
tion Program  is  permissive  State  legislation  which  conforms  with  the 
provisions  of  the  Hill-Burton  Act  and  Regulations.  The  Federal 
act  and  regulations  are  of  such  a  basic  and  general  nature  that  States 
have  considerable  leeway  in  developing  their  program. 


THE  PLANNING  COUNCIL 

In  Indiana  we  have  an  Advisory  Hospital  and  Health  Center  Planning 
Council  that  works  closely  with  us  on  all  aspects  of  the  Hill-Burton 
program.  This  Council  has  20  members,  representing  the  Indiana 
State  Medical  Association,  the  Indiana  Hospital  Association,  Indiana 
State  Dental  Association,  Indiana  Pharmaceutical  Association,  In- 
diana State  Nurses'  Association,  State  Governmental  agencies,  as  well 
as  labor,  industry,  and  agriculture.  We  also  have  two  persons  repre- 
senting Rehabilitation:  Mr.  O.  L,  Walter,  Director,  Division  of  Voca- 
tional Rehabilitation,  and  Mr.  Charles  E.  Caniff,  Executive  Director, 
Vanderburgh  Society  for  Crippled  Children  and  Adults,  Inc. 

Actually,  we  in  Indiana  have  worked  harder  on  the  rehabilitation 
category  than  any  other  phase  of  the  Hill-Burton  program.  It  is  not 
the  act,  the  regulations,  or  the  red  tape  that  make  this  necessary; 
rather,  it  is  due  to  conditions  that  we  felt  had  to  be  faced  before  there 
would  be  a  sound  basis  for  a  local  or  state  program. 


THE  COMMUNITY  FOCUS 

W.  J.  Kirby  in  his  book,  Introduction  to  Social  Living  makes  the 
following  statement :  "When  those  who  constitute  a  community  feel. 
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think  and  judge  alike  concerning  tlie  most  important  interests  shared 
by  all,  when  they  trust  one  another,  and  cooperate  with  one  another, 
they  establish  social  order,  and  this  order  is  the  essential  element  in 
social  life."  We  have  considered  this  a  mandatory  administrative  ob- 
jective of  a  State  Rehabilitation  Program,  and  are  trying  to  develop 
our  program  in  accordance  with  this  philosophy.  We  realize  unless 
there  is  some  common  thinking,  judging,  and  feeling  on  rehabilitation 
on  the  part  of  persons  in  the  health,  education,  welfare,  and  the  in- 
dustrial field,  and  unless  they  trust  one  another  and  cooperate  with  one 
another,  there  can  be  no  real  rehabilitation  program. 

Why,  you  may  ask,  should  an  agency  concerned  with  the  State  ad- 
ministration of  the  rehabilitation  category  of  the  Hill-Burton  program 
be  concerned  with  how  people  think,  feel,  and  judge  about  rehabilita- 
tion? 

The  reason  is  that  for  facilities  to  be  useful,  they  must  be  planned 
to  carry  out  services  and  programs  that  are  in  line  with  the  com- 
munity needs  and  function  in  close  interrelation  with  other  com- 
munity services  and  programs.  This  will  not  just  happen  at  this 
stage  of  rehabilitation  development.  It  requires  concerted  effort 
to  bring  about  community  interest  and  receptiveness  because : 

1.  Present  patient  care  and  concepts  in  regard  to  care  are  pretty 
much  geared  to  the  care  of  the  acute  patient.  It  is  true,  individual 
physicians,  as  well  as  other  members  of  the  health  team,  see  and 
practice  a  more  comprehensive  type  of  care,  including  rehabilitation. 
But  even  among  these  individuals,  there  is  a  wide  difference  and  even 
disagreement ; 

2.  The  levels  of  cooperation  between  the  various  health  disciplines, 
physicians,  and  others,  are  not  of  sufficient  depth  and  trust  to  assist 
and  support  one  another  to  the  degree  necessary  to  carry  out  a  true 
team  approach ; 

3.  Emphasis  up  to  now  in  most  health  programs  has  been  primarily 
on  the  role  of  disciplines  and  agencies — not  in  terms  of:  (1)  what 
the  patients  need;  (2)  how  can  this  need  best  be  met;  (3)  what  is 
the  role  of  the  various  disciplines  and  agencies  in  meeting  this  need. 
In  other  words,  our  concern  has  been  with  means  without  first  defin- 
ing the  end  and  then  working  out  the  means  best  suited  to  accomplish 
the  end  desired. 

In  spite  of  many  conditions  making  it  difficult  to  develop  a  really 
good  community  rehabilitation  program,  encouraging  signs  are 
appearing  with  increasing  frequency.  Most  important  of  these  have 
been  the  demonstrated  benefit  to  patients  from  care  in  good  rehabilita- 
tion programs,  often  after  years  of  little  or  no  improvement  from  the 
traditional  type  of  care. 
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DETERMINATION  OF  NEEDS 

The  State  Agency  administering  the  Hill-Burton  Act  has  the  re- 
sponsibility in  respect  to  the  rehabilitation  aspect  just  as  it  has  for 
other  categories  of  facilities  for  determining  the  number  and  type  of 
rehabilitation  facilities  needed  for  developing  a  State  plan  for  showing 
where  new  and  additional  facilities  are  needed,  and  for  establishing 
a  priority  system  for  Federal  aid  to  eligible  communities. 

Federal  funds  available  through  this  program  are  pretty  small  in 
relationship  to  building  costs:  Indiana's  share  up  to  now  has  been 
roughly  $75,000  a  year.  We  have  established  one-third  as  the  maxi- 
mum rate  of  participation  in  approved  projects.  In  the  case  of  re- 
habilitation projects,  the  application  must  be  approved  by  both  the 
State  and  Federal  Office  of  Vocational  Rehabilitation,  the  State 
Agency  administering  the  Hill-Burton  program,  and  the  Public 
Health  Service. 

Administration  of  the  various  categories  included  with  the  Hill- 
Burton  program  and  studying  the  nature  and  functions  of  hospitals 
and  other  health  institutions  convinces  us  that  there  is  need  for  a 
community  health  program  designed  on  the  basis  of  local  health 
needs,  nature  of  the  community,  ways  to  meet  health  needs  and 
resources.  Part  of  the  community  health  program  properly  would 
be  carried  out  by:  (1)  practicing  physicians,  dentists,  etc.;  (2)  gen- 
eral and  special  hospitals;  (3)  rehabilitation  centers;  (4)  nursing 
homes;  (5)  education;  (6)  public  health;  (7)  industry;  (8)  social 
agencies;  (9)  other. 

While  each  of  these  has  a  very  specific  function,  there  is  also  need 
for  coordination  between  these  services  to  unite  their  efforts  to  meet 
the  health  needs  of  the  people  with  best  use  of  persons  and  services. 
The  essentials  of  a  community  health  program  are  presented  in 
figure  1. 


THE  MARION   COUNTY  STUDY 

Before  any  application  for  a  project  is  approved,  it  is  required  that 
there  be  a  local  survey  to  determine  local  need,  local  resources,  and 
to  plan  the  facility  to  meet  local  needs  and  conditions.  One  such 
survey  is  under  way  now  in  Marion  County  with  a  population  of 
over  500,000.  Marion  County  includes  the  city  of  Indianapolis  and 
the  Indiana  University  Medical  Center.  This  project  is  jointly 
sponsored  by  the  Indianapolis  Medical  Society,  the  Indianapolis 
Health  and  Welfare  Council,  and  the  Indiana  State  Board  of  Health. 
The  organizational  structure  of  this  study  includes  a  steering  com- 
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Figure  1. — Essentials  of  a  community  health  program. 

mittee  and  six  working  committees.  The  project  is  guided  by  the 
former  which  is  composed  of  36  members  consisting  of  representatives 
from  the  three  sponsoring  groups,  and  in  addition,  representatives 
from  the  clergy,  labor,  industry,  vocational  rehabilitation,  and  com- 
pensation carriers.     The  functions  of  the  steering  committee  are : 

1.  To  develop  a  working  organization  for  the  rehabilitation  study ; 

2.  To  establish  a  pattern  and  goals  for  the  study ; 

3.  To  receive  and  review  reports  of  working  committees  and  other 
staff  groups  and  prepare  a  summary  report  of  the  study; 

4.  To  make  recommendations. 


WORKING  COMMITTEES 

The  six  Working  Committees  are :  medical,  neurological,  orthopedic, 
plastic,  sensory,  and  psychiatric.  Each  Working  Committee  is  com- 
posed of  representatives  of  all  major  professional  organizations  and 
other  groups  interested  in  the  rehabilitation  of  people  who  have  the 
particular  disease  or  disability  under  study  by  the  Working  Com- 
mittee. Each  Working  Committee  has  approximately  25  members. 
A  total  of  approximately  200  persons  are  involved  in  this  study  in- 
cluding Steering  and  Working  Committees  and  research  staff.  The 
functions  of  the  Working  Committees  are : 

1.  To  develop  an  outline  of  the  basic  steps  in  rehabilitation  re- 
quired for  each  disease  entity  or  disability.  This  will  consist  of  pool- 
ing the  thinking  and  know-how  of  the  committee  members ; 

2.  To  evaluate  the  degree  to  which  existing  services  and  resources 
in  Marion  County  provide  the  care  required  by  each  disease  and  dis- 
ability group  as  developed  by  the  committee ; 
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3.  To  list  recommendations  as  to  services  needed  in  the  county,  over 
and  above  those  available,  to  provide  all  the  rehabilitation  services 
required ; 

4.  To  prepare  a  written  report  covering  the  previous  three  points 
and  submit  it  to  the  Steering  Committee ; 

5.  To  review  drafts  of  the  final  report  of  the  Steering  Committee. 


RESEARCH  METHODS 

The  Committees  engaged  in  this  project  have  been  assisted  by  a  re- 
search staff.  The  function  assigned  to  the  research  staff  was  to  col- 
lect information  needed  relative  to  services  offered  and  rendered  by 
existing  agencies  and  the  prevalence  of  disabilities  in  Marion  Comity. 
This  was  done  by  means  of  questionnaires  to  individuals  and  agencies. 
The  purposes  of  the  questionnaire  survey  were : 

1.  To  estimate  the  incidence  of  handicapping  conditions  requiring 
rehabilitation  services  in  Marion  County ; 

2.  To  determine  the  source,  kind,  volume,  and  cost  of  service  pres- 
ently given ; 

3.  To  inventory  existing  facilities ; 

4.  To  inventory  available  personnel  and  estimate  the  need  for  addi- 
tional personnel ; 

5.  To  estimate  the  extent  and  nature  of  unmet  needs  for  rehabilita- 
tion service. 

The  questionnaire  survey  covered : 

1.  Physicians  and  related  professional  groups ; 

2.  Hospitals  and  clinics; 

3.  Kehabilitation  agencies ; 

4.  General  agencies  having  rehabilitation  functions. 

The  findings  of  the  questionnaire  survey  will  be  presented  as  de- 
veloped to  the  working  committees  for  their  review  and  consideration 
and  made  available  as  factual  material  for  incorporation  into  the  final 
report  as  well  as  for  general  public  information. 


PARTICIPATION  BY  VOLUNTARY  AGENCIES 

A  study  quite  similar  in  many  respects  to  the  Marion  County  Survey 
is  near  completion  in  Vanderburgh  County,  a  community  of  160,442 
population.  This  study  is  sponsored  by  the  Vanderburgh  County 
Society  for  Crippled  Children  and  Adults,  Inc.,  and  St.  Mary's  Hos- 
pital to  defiine  their  respective  programs  in  relationship  to  the  com- 
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munity  need.  These  two  agencies  went  ahead  with  this  joint  study 
after  efforts  to  obtain  support  for  a  community- wide  study  proved 
unsuccessful.  The  agencies  involved  in  the  study  obtained  commu- 
nity-wide guidance  through  a  representative  Advisory  Committee. 
Instead  of  working  committees,  which  were  used  in  the  Marion 
County  project,  they  have  used  study  clinics.  These  have  worked 
very  well.  In  both  Marion  County  and  Vanderburgh  County,  it  is 
apparent  to  persons  close  to  these  studies  that  considerable  interest 
has  been  generated  by  the  studies  and  definite  advances  have  occurred 
in  people's  thinking  on  rehabilitation. 


CULTIVATION  OF  COMMUNITY  RESPONSIBILITY  FOR  THE  PATIENT 

The  reason  we  have  taken  this  approach  in  the  administration  of  this 
program  is  that  we  feel  through  this  means  communities  themselves 
may  find  it  possible  to  define  what  they  have,  what  they  lack  to  meet 
the  needs  of  their  people,  and  what  is  involved  in  getting  what  they 
need  and  supporting  it  once  they  get  it.  The  following  premises  have 
guided  us  in  the  development  of  the  rehabilitation  program  under 
the  Hill-Burton  Act  in  Indiana. 

1.  That  rehabilitation  care  is  concerned  with  the  total  person  in  his 
total  environment ; 

2.  That  all  patient  services  and  programs  of  care  must  work  to- 
gether and  with  the  patient  to  help  him  achieve  his  maximum  effec- 
tiveness in  accord  with  his  capacity  and  disability ; 

3.  That  the  rehabilitation  center  is  just  one  service — an  important 
one  that  helps  the  individuals  undergoing  rehabilitation  to  achieve 
their  goals ; 

4.  That  there  must  be  coordination  between  services  and  agencies 
on  a  community- wide  basis. 

5.  The  medical  aspect  is  paramount  in  the  early  phase  of  rehabili- 
tation with  limited  vocational.  As  the  rehabilitation  process  pro- 
gresses, the  vocational  increases  and  the  medical  decreases.  Psycho- 
logical and  social  aspects  support  and  aid  both  the  medical  and  voca- 
tional and  are  needed  throughout.    See  figure  2. 

The  relative  need  for  these  four  aspects  varies  with  individuals  and 
particular  disabilities.  The  relationship  is  generally  true  and  has 
real  implication  for  planning.  The  medical  phase  must  be  planned 
so  that  it  will  relate  very  closely  to  care  in  general  and  specialized 
hospital  centers.  While  the  vocational  must  work  in  close  coopera- 
tion, it  does  not  need  to  be  nearly  as  closely  tied  in  to  care  in  general 
and  special  hospitals. 
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Figure  2. — RelatiotisMp  of  aspects  of  rehabilitation  program. 

We  hope  that  the  community  survey  and  planning  projects  under- 
taken will  help  advance  the  concept  of  rehabilitation  and  bring  about 
a  better  understanding  of  rehabilitation  programs,  goals,  require- 
ments, and  how  rehabilitation  relates  to  the  health  field.  Our  goal  is 
comprehensive  rehabilitation  centers  functioning  in  coordination  with 
other  community  services  in  order  to  give  maximum  assistance  and 
support  to  patients  and  their  families.  This  idea  is  graphically 
presented  in  figure  3. 
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FiGURE  3. — Coordination  of  patient  rehabilitation. 
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PROFESSIONAL  INSTITUTES 

The  other  step  we  have  taken  to  encourage  the  development  of  a  good 
rehabilitation  program  has  been  to  assist  professional  associations 
with  the  sponsorship  of  rehabilitation  institutes  for  their  members. 
Up  to  this  time,  we  have  cosponsored  three  such  institutes.  The  first 
of  these  was  for  hospital  administrators  and  hospital  staffs.  This  in- 
stitute had  as  its  theme,  "Rehabilitation,  Its  Place  in  the  General 
Hospital."  It  was  cosponsored  by  the  Indiana  Hospital  Association. 
The  second  institute  was  for  nurses.  Its  subject  was  "Rehabilitation 
Nursing."  Cosponsors  of  this  were  the  Indiana  State  Nurses'  Asso- 
ciation, the  Indiana  League  for  Nurses,  the  Division  of  Nursing  Edu- 
cation of  Indiana  University,  and  the  State  Department  of  Public 
Welfare.  A  third  institute,  for  those  engaged  in  social  work,  entitled 
"After  Hospitalization — ^What?"  was  cosponsored  with  the  Indiana 
State  Conference  on  Social  Work.  At  the  present  time  plans  are 
under  way  for  institutes  for  physicians.  These  are  being  developed  in 
cooperation  with  the  Indiana  State  Medical  Association  and  the  In- 
diana University  Medical  Center. 

We  feel  definite  benefits  have  come  from  each  institute  held,  but,  as 
professional  persons  who  participated  in  the  institutes  have  said,  a 
great  deal  more  must  be  done. 


BENEFITS   FROM  THE   PROGRAM 

We  have  less  demand  up  to  now  for  rehabilitation  funds  than  for  any 
other  category  under  the  Hill-Burton  program.  Only  one  project  has 
been  approved  for  an  allocation  of  funds  to  date.  That  is  the  new 
Rehabilitation  Center  now  being  planned  by  the  Vanderburgh  County 
Society  for  Crippled  Children  and  Adults,  Inc.  This  facility  to  be 
located  in  Evansville,  Ind.,  will  serve  not  only  Vanderburgh  County 
but  also  surrounding  areas  in  Indiana,  Illinois,  and  Kentucky. 

While  there  is  little  to  show  in  the  way  of  new  facilities  built  under 
this  program  or  even  interest  in  building,  there  is  no  question  that  the 
thinking,  the  surveying,  and  planning  that  have  come  about  as  a 
result  of  working  in  this  field  at  both  State  and  local  levels  have  been 
worthwhile.  While  there  is  still  a  great  deal  to  do  before  there  is  a 
semblance  of  really  good  programs  and  good  facilities,  the  level  of 
general  interest  in  this  phase  of  care  is  most  encouraging. 
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The  Amended  Vocational 
Rehabilitation  Act — Federal  Aspects 

5?/ ROBERT   E.    THOMAS 

Rehabilitation  Facilities  Branchy  Office  of  Vocational  Re- 
habilitation, U.  S.  Department  of  Health,  Education,  and 
Welfare,  Washington,  D.  G. 


WHEN  THE  AMENDED  Vocational  Rehabilitation  Act  was  en- 
acted by  the  Federal  Congress  in  1954,  it  was  recognized  that  modern 
rehabilitation  facilities  are  indispensable  in  developing  adequate  pro- 
grams of  rehabilitation  service.  Specific  provision  was  made,  there- 
fore, for  the  use  of  Federal  vocational  rehabilitation  funds  for  estab- 
lishing rehabilitation  facilities. 


GRANT-IN-AID  PROGRAMS 

To  explain  the  provision  of  the  act  (Public  Law  565,  83d  Congress)  in 
this  respect,  it  first  should  be  pointed  out  that  the  national  vocational 
rehabilitation  program  is  carried  on  as  a  joint  enterprise  by  the  Fed- 
eral and  State  governments.  This  is  one  of  several  grant-in-aid  pro- 
grams administered  by  the  Department  of  Health,  Education,  and 
Welfare  in  cooperation  with  the  States.  Under  the  act,  therefore, 
the  programs  of  service  to  handicapped  individuals  are  administered 
by  the  States.  The  Office  of  Vocational  Rehabilitation  which  ad- 
ministers the  National  Act,  deals  not  with  handicapped  individuals 
but  with  public  and  voluntary  agencies  that  provide  services  to  the 
handicapped.  Of  course,  the  major  responsibility  of  the  office  is  to  the 
State  vocational  rehabilitation  agencies  that  are  affiliated  with  it  in  the 
State-Federal  program. 

In  administering  the  National  Act,  OVR  makes  two  kinds  of  grants. 
First,  it  makes  grants  to  the  State  vocational  rehabilitation  agencies 
to  assist  in  financing  their  ongoing  rehabilitation  programs.  Most 
of  the  grant  to  each  State  may  be  used  for  the  regular  program  it  car- 
ries on  under  its  State  plan,  but  a  small  portion  of  the  grant  is  available 
only  for  special  projects  undertaken  by  the  State  agency  to  extend 
or  improve  its  regular  program.     The  allotment  to  each  State  is  mathe- 
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matically  determined  under  a  formula  specified  in  the  act.  In  general 
the  amount  of  a  State's  allotment  is  proportionate  to  its  population, 
increased  or  decreased  according  to  whether  the  State's  average  per 
capita  income  is  below  or  above  the  National  average.  Each  State 
agency  has  full  responsibility  for  determining,  under  its  State  plan, 
how  it  will  use  the  Federal  funds  granted  to  it. 

A  second  kind  of  grant  may  be  made  by  the  Office  of  Vocational 
Rehabilitation  to  any  public  or  private  nonprofit  agency  or  organiza- 
tion. These  grants  may  be  awarded  for  paying  a  part  of  the  cost  of 
conducting  research,  for  developing  demonstrations  in  newer  methods 
of  rehabilitation,  for  establishing  special  facilities  and  services,  or 
for  training  professional  personnel  in  various  fields  of  rehabilitation. 
All  grants  of  this  kind  are  made  for  the  purpose  of  solving  vocational 
problems  that  are  National  or  at  least  regional  in  scope. 


GRANTS  TO  STATE  AGENCIES 

Federal  funds  granted  to  a  State  vocational  rehabilitation  agency  may 
be  spent  only  if  the  agency  spends  a  stipulated  amount  of  State  funds 
to  "earn"  its  Federal  allotment.  Since  the  enactment  of  Public  Law 
565  the  State  agency  has  been  permitted  under  its  State  Plan  to  draw 
upon  its  Federal  allotment,  along  with  its  own  matching  State  funds, 
for  establishing  rehabilitation  centers.  The  State  agency,  if  it  has  the 
necessary  authority  under  its  own  State  law  and  regulations,  may 
use  these  funds  either  to  establish  its  own  facility  or  to  assist  a  private 
nonprofit  organization  to  establish  a  facility.  At  present  a  total  of 
30  of  the  52  divisions  of  vocational  rehabilitation  (the  general 
agencies)  and  11  of  the  36  State  commissions  or  other  agencies  for  the 
blind  include  sections  in  their  State  plans  indicating  their  legal  au- 
thority and  basic  policies  for  establishing  rehabilitation  facilities. 

Under  the  Federal  Rehabilitation  Act,  the  phrase  "establishment  of 
a  rehabilitation  facility"  has  a  special  and  rather  restricted  meaning. 
The  phrase  means  {a)  the  expansion,  remodeling,  or  alteration  of  exist- 
ing buildings,  and  (6)  initial  equipment  of  such  buildings,  necessary 
to  make  them  useful  or  more  useful  as  a  rehabilitation  facility,  and  (c) 
initial  staffing  for  a  period  not  exceeding  1  year.  The  reason  for  this 
rather  artificial  definition  of  the  phrase  was  to  prevent  duplication  or 
confusion  between  the  establishment  of  rehabilitation  centers  under  the 
Vocational  Rehabilitation  Act  and  under  the  Medical  Facilities  Survey 
and  Construction  Act.  In  general,  the  former  provides  only  for  the 
expansion  or  increased  effectiveness  of  existing  centers  and  the  latter 
provides  both  for  the  construction  of  new  centers  and  the  moderniza- 
tion or  enlargement  of  existing  facilities. 
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It  should  not  be  tliouglit  that  financial  assistance  under  one  act  al- 
ways excludes  assistance  under  the  other.  If  a  building  is  to  be  re- 
modeled or  expanded  it  may  be  possible  to  secure  Federal  funds  under 
both  acts.  An  example  may  be  seen  in  Charlotte,  N.  C,  where  a  small 
and  limited  rehabilitation  facility  was  expanded  into  a  comprehensive 
rehabilitation  center  for  adults  and  children.  The  new  building  that 
was  built  on  to  the  existing  building  increased  the  available  space  very 
substantially.  In  addition  to  receiving  a  grant  under  Public  Law  482, 
slightly  over  a  hundred  thousand  dollars  of  the  State's  Federal  allot- 
ment was  awarded  to  the  Center  by  the  State  Division  of  Vocational 
Rehabilitation.  In  this  instance,  the  Federal  expenditures  were 
matched  by  public  funds  transferred  to  the  State  treasury  by  the  city 
of  Charlotte. 


GRANTS  TO  NON-PROFIT  AGENCIES 

The  Office  of  Vocational  Eehabilitation  also  can  pay  a  part  of  the  costs 
of  special  projects  of  research  or  demonstration,  or  projects  for  the 
establishment  of  special  facilities  and  services,  which  contribute  to 
the  solution  of  rehabilitation  problems  common  to  all  or  several  States. 
Under  provisions  of  section  4  (a)  (1)  of  the  act,  funds  for  these 
projects  may  be  granted  either  to  public  or  to  nonprofit  agencies. 

Through  December  1956  the  Office  has  granted  funds  for  a  total  of 
65  projects.  Nine  of  these  were  made  to  comprehensive  rehabilitation 
centers  and  many  others  were  made  to  specialized  rehabilitation  fa- 
cilities such  as  workshops,  clinics,  and  hospitals. 

Only  one  of  the  nine  projects  was  for  the  establishment  of  new 
facilities;  this  was  to  the  Minneapolis  Society  for  the  Blind  for 
establishing  in  Minneapolis  a  regional  rehabilitation  center  for  the 
blind.  Another  of  the  nine  projects  was  to  the  Davis  Memorial  Good- 
will Industries  of  Washington,  D.  C,  for  establishing  a  rehabilitation 
center  program  which  will  be  used  among  other  purposes  for  training 
Goodwill  executives  from  all  over  the  country. 


DEMONSTRATION  AND  RESEARCH 

The  other  grants  to  rehabilitation  centers  were  for  demonstration  and 
research  projects.  Illustrative  of  these  are  a  grant  to  the  Institute 
for  the  Crippled  and  Disabled  of  New  York  City  for  developing 
methods  of  evaluating  the  potential  abilities  of  severely  disabled 
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cerebral  palsied  adults  by  using  a  wide  variety  of  sample  jobs;  and 
a  grant  to  Cincinnati  Goodwill  Industries  Rehabilitation  Center  for 
demonstrating  the  effectiveness  of  possible  economies  of  using  a  mobile 
team  operating  from  an  urban  rehabilitation  center  to  provide  spe- 
cialized consultation  for  the  disabled  receiving  services  in  the  outly- 
ing areas. 

These  grants  will  usually  not  be  available  to  new  rehabilitation 
centers  in  process  of  being  established.  A  center  should  be  adequately 
equipped  and  staffed,  and  be  smoothly  functioning,  before  it  is  a 
likely  candidate  for  carrying  out  research  or  a  demonstration  of  new 
methods.  The  grants  are  of  most  interest  to  an  established  center 
which  wishes  to  expand  its  program  by  undertaking  a  research  project 
or  by  demonstrating  some  new  method  or  technique  or  service  to  some 
group  of  handicapped. 


PROFESSIONAL  TRAINING 

Another  OVR  activity  which  indirectly  benefits  rehabilitation  centers 
is  the  training  of  professional  rehabilitation  workers.  The  Office 
this  year  is  spending  approximately  $3  million  for  training  personnel 
in  the  fields  of  rehabilitation  counseling,  rehabilitation  medicine,  nurs- 
ing, physical  therapy,  occupational  therapy,  social  work,  and  other 
specialized  disciplines.  A  total  of  128  teaching  grants  are  in  effect 
this  year,  plus  additional  grants  to  provide  stipends  to  a  total  of  637 
long-term  and  539  short-term  trainees. 

Of  particular  interest  is  the  training  course  for  rehabilitation  center 
administrators  now  being  given  for  the  second  year  by  the  Institute 
for  the  Crippled  and  Disabled  of  New  York  City.  Nine  trainees  are 
participating  in  a  6-month  course  which  includes  both  academic  work 
and  practical  internships  in  three  or  more  rehabilitation  centers. 

Upon  request  the  Office  of  Vocational  Rehabilitation  will  be  glad 
to  provide  the  names  and  addresses  of  institutions  receiving  grants  for 
such  training  or  for  awarding  stipends  to  prospective  students.  Such 
information  should  be  of  interest  to  rehabilitation  centers  {a)  that 
need  to  recruit  qualified  staff  members,  (6)  that  may  be  interested  in 
entering  into  cooperative  agreements  with  universities  for  the  field 
training  of  counselors,  therapists,  social  workers,  or  other  rehabilita- 
tion personnel,  or  (c)  whose  present  staff  members  may  be  seeking 
financial  assistance  in  order  to  take  educational  leave  for  advanced 
training. 
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EXPANSION  GRANTS 

During  fiscal  years  1955,  1956,  and  1957  grants  also  have  been  made 
to  private  nonprofit  rehabilitation  facilities  under  section  4  (a)  (2) 
of  the  Vocational  Rehabilitation  Act.  These  so-called  expansion 
grants  were  authorized  during  a  2-year  period  only;  but  by  special 
congressional  authorization  the  grants  were  continued  for  one  addi- 
tional year.  As  the  act  now  stands,  these  grants  cannot  be  made  after 
June  30, 1957. 

Most  of  the  "expansion  grants"  were  small  in  amount,  usually  rang- 
ing from  $5,000  to  $10,000.  The  total  granted  each  year  was  approx- 
imately $1  million.  In  most  instances  the  grants  were  for  equipment 
or  staff  needed  to  expand  or  improve  a  facility  by  filling  some  serious 
gaps  in  its  service  program.  In  the  past  3  years  30  different  rehabilita- 
tion centers  have  received  small  grants  for  strategic  improvements  in 
their  programs.  Many  other  specialized  rehabilitation  facilitites, 
such  as  workshops  and  clinics,  were  also  assisted.  Under  these  ex- 
pansion grants  the  Federal  funds  were  granted  directly  to  the  private 
nonprofit  institutions  and  were  matched  by  the  expenditures  of  the 
private  agency.  In  each  instance  the  grant  was  made  on  the  recom- 
mendation of  the  State  vocational  rehabilitation  agencies. 


SUMMARY 

In  summary,  I  would  say  that  the  possibilities  of  assistance  under  the 
Vocational  Rehabilitation  Act  are  good  enough  that  any  organization 
or  group  that  is  planning  to  establish  a  new  rehabilitation  center 
should  always  consult  his  State  director  of  vocational  rehabilitation. 
He  will  explain  fully  what  he  is  able  to  to  under  the  applicable  Fed- 
eral and  State  laws  and  under  his  own  State  regulations.  For  further 
information  on  special  grants  for  research  or  demonstrations,  you 
should  get  in  touch  with  the  Regional  Representative  of  the  Office  of 
Vocational  Rehabilitation  or  write  directly  to  the  Director  of  OVR 
in  Washington. 
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The  Amended  Vocational 
Rehabilitation  Act — State  Aspects 

hy  ADRIAN    LEVY 

Assistant  CoTnmissioner  for  Vocational  Rehabilitation,  New 
York  State  Education  Department,  Albany,  N.  T. 


IN  THE  CONSIDEEATION  of  sources  of  support  for  rehabilita- 
tion center  operation,  the  State  vocational  rehabilitation  agency  is  a 
very  important  resource.  This  was  tr^ue  before  the  passage  of  Public 
Law  565  in  1954  but  the  project  grant  provisions  of  this  act  have 
served  to  emphasize  the  fact. 

Mention  has  been  made  of  the  types  of  grants  made  by  the  Federal 
Office  of  Vocational  Rehabilitation.  Funds  made  available  to  the 
State  vocational  rehabilitation  agency  are  augmented  by  State  appro- 
priated or  other  funds  for  the  vocational  rehabilitation  program.  It 
is  the  purpose  of  this  paper  to  discuss  the  use  of  available  State 
agency  funds  as  they  may  pertain  to  rehabilitation  center  operation 
and  development. 

As  indicated  by  our  last  speaker,  Federal  grants  to  State  vocational 
rehabilitation  agencies  are  of  two  kinds:  (1)  for  use  in  specified 
activities  designed  to  extend  or  improve  available  rehabilitation 
services  within  a  definite  time,  and  (2)  for  use  in  carrying  on  the 
regular  programs  of  the  agencies  for  servicing  the  handicapped. 
Although  the  latter  grants  are  many  times  larger  than  the  former  or 
project  grants,  the  project  grants  have  received  most  emphasis  in 
describing  how  funds  are  used  for  the  development  and  support  of 
rehabilitation  facilities. 


GRANTS  FOR  SPECIFIC   PROJECTS 

The  reason  for  the  emphasis  on  project  grants  is  that  these  grants 
usually  consist  of  lump  sums  for  use  in  remodeling  buildings,  pur- 
chasing equipment,  or  providing  initial  staffing  for  one  year.  Such 
grants  provide  a  marked  contrast  to  the  payments  made  to  rehabili- 
tation facilities  for  specific  services  to  individual  clients.  The  grants 
make  it  possible  to  develop  a  rehabilitation  facility  in  a  planned, 
systematic  manner  in  a  relatively  short  period  of  time. 
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The  Federal  funds  for  projects  under  section  3  of  Public  Law  565 
are  given  only  to  the  State  agencies  for  use  in  extending  and  improv- 
ing their  services  and  these  funds  must  be  earned  by  the  use  of  State 
funds.  It  is  very  interesting  to  note  that  despite  these  provisions, 
approximately  one  and  a  quarter  (li/4)  million  dollars  of  State  and 
Federal  funds  have  been  made  available  thus  far  under  section  3  for 
the  "establishment"  of  rehabilitation  facilities  and  workshops. 
Almost  one-half  (%)  million  dollars  of  this  amount  was  for  use  with 
rehabilitation  centers.  Obviously,  the  State  agencies  recognize  the 
importance  of  cooperating  with  other  agencies  for  developing  more 
adequate  community  facilities.  These  facilities  will  enable  the  State 
agencies  to  "extend  and  improve"  the  rehabilitation  services  provided 
through  their  regular  programs. 


PROJECT  FUNDS  CHANNELED  THROUGH  STATE  AGENCIES 

How  does  the  project  grant  program  operate  to  bring  support  funds 
to  rehabilitation  centers?  The  State  vocational  rehabilitation  agency 
is  the  focal  point  for  the  distribution  of  these  funds.  It  decides 
whether  its  overall  program  may  best  extend  or  improve  services  to 
clients  by  using  the  funds  to  augment  the  tecliniques,  personnel  or 
equipment  in  its  own  agency  or  to  develop  additional  rehabilitation 
facilities  in  the  community  generally.  Many  State  agencies  have  rec- 
ognized the  value  of  using  the  funds  for  both  purposes. 

From  the  point  of  view  of  the  rehabilitation  center  it  does  not  seem 
of  any  concern  whether  or  not  Federal  funds  are  being  used  in  a  proj- 
ect sponsored  by  the  State  agency.  When  the  State  agency  and  the 
center  have  agreed  upon  the  details  of  the  specific  project  they  wish 
to  carry  on,  the  public  agency  will  provide  all  project  funds  to  the  cen- 
ter. The  direct  relationship  must  be  between  these  two  agencies.  The 
request  to  the  Federal  office  is  made  by  the  State  vocational  rehabili- 
tation agency  for  itself  and  the  approval  of  the  project  is  given  to 
the  State  agency. 


SOME  STATE  PROBLEMS  IN  GRANTING  PROJECT  FUNDS 

There  are  difficulties  in  some  States  with  respect  to  the  granting  of 
public  funds  to  private  agencies.  All  activities  of  the  public  agencies 
must  be  carried  on  in  accordance  with  State  laws  and  regulations.  In 
some  States  there  may  be  Constitutional  or  other  legal  restrictions 
preventing  a  "grant"  of  funds  to  the  private,  nonprofit  rehabilitation 
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center.  Sometimes,  however,  it  may  be  possible  to  "purchase"  a  serv- 
ice which  requires  the  private  agency  to  make  available  certain  equip- 
ment or  personnel.  For  example,  it  may  be  permissible  in  certain 
States  to  pay  the  amount  of  funds  needed  to  purchase  equipment  for 
a  work-evaluation  shop,  as  the  cost  of  "purchasing"  the  availability 
of  work-evaluation  services  for  agency  clients.  The  center  would 
have  to  agree,  of  course,  to  use  this  shop  for  evaluation  of  clients  re- 
ferred by  the  State  agency. 

In  some  of  the  States,  special  contracts  are  required  under  State  law 
or  regulation  whenever  public  funds  are  to  be  used  in  a  private 
agency.  Sometimes,  a  lack  of  authority  in  the  vocational  rehabilita- 
tion law  precludes  granting  funds  to  private  agencies.  Where  a  law 
is  not  specific  in  its  authority  for  an  action,  these  States  may  not  per- 
mit their  agencies  to  perform  the  action.  In  these  circumstances,  it 
may  be  necessary  to  work  for  amendment  to  or  revision  of  the  State 
vocational  rehabilitation  law. 

The  important  thing  to  note  is  that  the  primary  source  of  informa- 
tion and  action  with  respect  to  the  availability  of  funds  for  rehab- 
ilitation center  purposes  is  the  State  vocational  rehabilitation  agency. 
There  are  limited  funds  for  project  grants  and  the  public  agency  must 
determine  which  of  the  many  needs  it  is  trying  to  meet  may  best  be 
helped  at  a  particular  time  through  the  use  of  these  funds. 

It  should  be  noted,  also,  that  the  Federal  law  and  the  development 
of  an  adequate  program  for  rehabilitation  center  construction  require 
close  cooperation  between  the  State  agency  administering  the  grants 
made  under  the  Hill-Burton  Act  and  the  State  vocational  rehabilita- 
tion agency.  The  different  purposes  of  the  funds  available  under  each 
of  the  two  programs  and  an  example  of  how  the  funds  may  be  used 
to  supplement  each  other  in  the  establishment  of  a  new  comprehensive 
rehabilitation  center  have  been  mentioned  by  previous  speakers. 

Although  a  project  grant  may  provide  for  the  "establishment"  of 
a  facility,  the  rehabilitation  center  still  has  the  problem  of  supporting 
its  program  through  the  years.  By  legal  definition,  projects  are 
identifiable  entities  to  be  accomplished  within  a  specified  and  limited 
time  period.  In  looking  for  resources  for  carrying  on  a  regular  pro- 
gram, the  center  should  look  again  to  the  State  vocational  rehabilita- 
tion agency  as  a  source  of  regular  income. 


REGULAR  STATE  PROGRAM  FUNDS  FOR  CENTER  SUPPORT 

It  has  been  stated  that  the  greatest  part  of  the  funds  available  to  the 
State  vocational  rehabilitation  agencies  are  for  carrying  on  their 
regular  programs.     Since  services  for  clients,  other  than  guidance, 

278 


counseling  and  placement  services,  are  purchased  generally  from  com- 
munity facilities  by  the  State  agency,  a  very  large  part  of  the  total 
expenditures  for  the  regular  program  represents  payment  of  fees  for 
purchased  services.  This  resource  should  be  considered  fully  by  the 
rehabilitation  center  and  close  cooperation  with  the  public  agency  is 
necessary  to  determine  the  amount  of  support  which  may  be  expected 
from  this  source. 

Anticipating  the  amount  of  support  may  occasionally  be  a  problem. 
It  would  be  most  helpful  and  simple  if  the  State  vocational  rehabili- 
tation agency  could  guarantee  that  a  specified  minimum  number  of 
clients  would  be  referred  for  services  at  the  agreed-upon  fee.  Such  a 
guarantee  would  enable  the  center  to  plan  its  operations  and  its  budget 
on  a  more  certain  basis.  Rehabilitation  is  an  individualized  process, 
though,  and  we  cannot  foresee  with  certainty  how  many  clients  will 
require  specified  services. 

Despite  the  lack  of  a  guarantee,  the  State  agency's  past  experiences 
during  recent  years  should  provide  a  reliable  basis  for  estimating 
numbers  of  clients  and  should  enable  appropriate  planning  for  future 
activities.  It  is  probably  wiser  to  make  these  estimates  fairly  con- 
servatively since  it  is  generally  easier  and  more  economical  to  expand 
a  service  when  necessary  than  to  have  to  discontinue  or  reduce  it  be- 
cause of  inadequate  use  and  support.  With  the  continued  expansion 
of  the  State-Federal  vocational  rehabilitation  program,  however,  it 
may  be  anticipated  that  greater  use  of  center  facilities  will  be  required. 
Of  course,  plans  should  be  based  not  only  on  the  estimates  of  State 
agency  referrals  but  with  full  consideration,  also,  of  the  needs  of  the 
total  community  and  all  sources  of  client  referrals. 


REGULAR  PROGRAM  FUNDS  MAY  SUPPLEMENT  PROJECT  GRANTS 

It  should  be  recognized,  too,  that  funds  for  the  regular  program  of  the 
State  agency  may  be  used  to  supplement  project  grants  whether  made 
to  the  centers  by  the  State  vocational  rehabilitation  agency  or  directly 
by  the  Federal  Office  of  Vocational  Rehabilitation.  As  the  previous 
speaker  has  noted,  project  funds  provided  by  the  State  agency  for 
the  "establishment"  of  a  center  may  be  used  for  alterations,  initial 
equipment,  and  initial  staffing  for  one  year.  There  are  additional 
costs  in  operating  centers,  of  course,  and  the  State  agency  may  provide 
further  support  through  payment  of  fees  for  the  services  provided  its 
clients. 

Similar  support  may  be  provided  for  projects  at  centers  receiving 
grants  directly  from  the  Office  of  Vocational  Rehabilitation  for  dem- 
onstration and  research  purposes.    For  example,  the  project  grant  to 
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the  Institute  for  the  Crippled  and  Disabled  in  New  York  City  for 
developing  methods  of  evaluating  potentialities  of  cerebral  palsied 
adults  is  supplemented  by  fees  from  the  New  York  State  Division  of 
Vocational  Rehabilitation  which  is  actively  participating  in  the  proj- 
ect. All  persons  accepted  in  the  project  are  provided  a  comprehensive 
evaluation  service  which  is  paid  for  by  the  State  vocational  rehabili- 
tation agency.  Other  fees  are  paid  for  eligible  clients,  too.  It  must 
be  emphasized  that  the  project  grant  and  the  service  fees  supplement 
each  other  to  enable  the  center  to  provide  a  unique  service  which 
might  not  be  financed  readily  otherwise  and  which  contributes  to  the 
further  development  of  our  effective  rehabilitation  techniques. 

Thus,  both  through  their  regular  program  funds  and  with  project 
grant  funds.  State  vocational  rehabilitation  agencies  constitute  a 
major  source  of  financial  support  for  both  the  continuing  programs  of 
rehabilitation  centers  and  the  development  of  new  and  more  adequate 
center  services.  The  close  cooperation  among  the  community  rehabili- 
tation centers,  State  agencies  and  Federal  agencies  which  is  required 
to  implement  adequately  the  two  programs  discussed  this  afternoon 
augur  well  for  the  development  of  adequate  facilities  and  effective 
rehabilitation  services  for  more  and  more  of  the  severely  handicapped 
individuals  in  all  of  our  communities. 
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Integration  for  the  Patient 
and  for  the  Center 


hy  WILLIAM   K.    PAGE,   JK. 

Administrator^  Kessler  Institute  for  Rehabilitation^  West 
Orange.,  N.  J. 


IT  IS  SIGNIFICANT  that  the  term  integration  as  it  applies  to  human 
relationships  is  defined  by  Webster  as  a  "harmonious  coordination  of 
our  behaviour  and  personality  with  our  environment."  Is  this  not 
the  object  of  rehabilitation — to  restore  the  individual  to  the  greatest 
possible  social  and  economic  usefulness  in  terms  of  physical  and 
mental  abilities  ? 

Throughout  our  professional  literature  in  the  field  of  rehabilitation, 
before  and  especially  since  World  War  II,  there  has  been  a  close  identi- 
fication of  this  medical,  social,  psychological  and  vocational  restorative 
process  with  unity  of  human  function  and  making  lives  whole  and  com- 
plete. Dr.  Kessler  refers  to  rehabilitation  as  "a  creative  process — an 
organized  and  systematic  method  for  the  restoration  of  the  individual's 
physical,  mental  and  vocational  powers."  Integration  cannot  be  sepa- 
rated from  the  purposes  and  processes  of  rehabilitation.  Basically, 
integration  or  the  "art  of  creating  unity,"  as  Stearns  and  Keeda  so 
ably  describe  it,  involves  the  development  of  constructive  and  coopera- 
tive human  relationship  with  all  participating  in  the  patient's  re- 
habilitation program.  If  these  cooperative  relationships  are  to  be  suc- 
cessful the  patient,  his  family,  the  personnel  of  the  rehabilitation  center 
and  the  representatives  of  participating  community  groups  must  have 
a  common  understanding  of  the  purposes  and  the  meaning  of  integra- 
tion and  of  their  respective  roles  in  the  process. 

Specific  methods  and  procedures  of  integration  in  planning  and  pro- 
viding rehabilitation  services  for  the  handicapped  of  our  community 
must  be  tailored  to  the  problem  being  served  and  the  resources  of  the 
center  and  its  community.  However,  we  can  ask  ourselves  some  basic 
questions  as  to  how  to  develop  and  encourage  this  fundamental  pre- 
requisite of  a  rehabilitation  service.  A  rehabilitation  center  without 
integration  is  a  meaningless  facility  consisting  of  staff  and  equipment. 
For  the  patent  it  holds  no  hope  as  a  means  of  securing  a  greater  whole- 
ness of  life.    For  the  community  it  offers  nothing  but  a  disorganized 
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and  hit-or-miss  approach  to  a  problem  that  is  fundamentally  a  com- 
munity problem.  Although  we  have  rehabilitation  centers — for  pro- 
viding special  services  for  the  disabled — in  the  long  run  the  com- 
munity is  the  real  rehabilitation  center,  or  the  enviromnent  in  which 
the  disabled  person  makes  his  ultimate  adjustment.  Let  us  look,  then, 
at  integration  not  merely  as  an  administrative  and  organization  proc- 
ess, but  more  basicaly  as  a  way  of  life,  a  philosophy,  descriptive  of  a 
cooperative  and  democratic  relationship  between  individuals  and 
groups.  For,  unless  we  are  personally  capable  of  seeing  things  whole 
and  acting  toward  that  end,  integration  never  gets  beyond  the  organi- 
zational chart  and  manual  of  procedures. 


WHY  INTEGRATION? 

Why  is  integration  necessary?  First,  if  we  agree  with  Dr.  Roland 
Spaulding  of  New  York  University,  that  every  human  being  to  some 
degree  has  a  basic  urge  for  completeness  in  life,  rehabilitation  must 
offer  the  handicapped  the  means  for  securing  for  himself  this  return  to 
personal  unity  and  independence.  We  know  only  too  well  how  cat- 
astrophic illness  and  long-term  disability  fragments  the  pattern  of 
an  individual's  physical,  social,  psychological  and  vocational  adjust- 
ment in  life.  In  simple  terms,  the  disabled  individual  hopes  that  the 
rehabilitation  process  will  be  a  means  for  self  improvement.  Lack- 
ing this  desire,  we  must  strive  to  motivate  him  to  accepting  the  re- 
sponsibility of  reassembling  the  fragmented  parts  of  his  life  to  some 
level  of  independent  and  social  function.  If  this  is  the  unity  of  social 
function  we  seek  for  the  patient,  then,  of  necessity  the  rehabilitation 
process  must  contribute  to  the  utilization  of  his  total  resources  for  a 
return  to  society. 

The  ever-increasing  specialization  of  rehabilitation  center  services 
available  to  assist  the  patient  with  his  medical,  social,  psychological 
and  vocational  requirements  must  be  applied  in  a  coordinated  manner 
if  the  patient  is  to  gain  insight  into  his  total  problem  and  be  able 
to  put  forth  maximum  effort  in  all  parts  of  his  program.  Ideally, 
the  patient  should  not  feel  that  he  is  going  from  one  service  to  an- 
other, but  rather,  that  all  disciplines  in  and  out  of  the  center  are  con- 
tributing to  his  improvement  and  return  to  self-help. 

Few  rehabilitation  centers  have  all  the  required  services  under  one 
roof.  Therefore,  community  resources  in  all  aspects  of  rehabilitation 
must  be  brought  into  the  patient's  program  as  required.  Dr.  Kessler 
has,  through  his  lifetime  role  as  a  pioneer  in  developing  services  for  the 
handicapped,  referred  to  rehabilitation  as  "an  all  hand°  evolution," 
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not  only  involving  the  professional  skills  but  a  host  of  community,  lay 
and  voluntary  resources  as  well. 

Regardless  of  the  type  of  sponsorship,  a  rehabilitation  center  is 
dependent  upon  community  understanding  and  support,  whether  it  be 
through  taxes  or  voluntary  contributions.  A  center  which  believes 
in  and  works  toward  an  integrated  process  of  rehabilitation  services 
through  its  own  and  available  community  resources,  possesses  a  most 
potent  message  for  public  understanding  and  support. 

In  spite  of  our  great  need  for  funds  to  operate  our  rehabilitation 
services,  we  are  in  greater  deficit  for  trained  medical  and  ancillary  pro- 
fessional personnel.  The  integrated  rehabilitation  center  program 
co-relating  all  professional  skills  into  an  efficient  team  for  patient 
services  provides  a  keen  educational  instrument  for  conducting  medi- 
cal residency,  clinical  practice  and  graduate-level  educational  pro- 
grams. Through  integrated  services  the  ongoing  rehabilitation  proc- 
ess is  unified  into  a  valuable  curriculum  for  training  others  in  the 
practices  and  techniques  for  rehabilitation.  Rehabilitation  centers 
have  a  responsibility  for  meeting  the  challenge  of  a  scarcity  of 
trained  personnel  by  developing  professional  educational  programs. 
It  is  part  of  the  overall  integrated  process. 

Hand-in-hand  with  professional  education  is  the  development  of  re- 
search. We  are  but  on  the  threshold  of  knowledge  in  meeting  the 
problem  of  wasting  our  vital  manpower  resources.  The  systematic 
and  scientific  approach  of  coordinated  professional  services  properly 
recorded  and  evaluated  is  a  basic  requirement  for  gearing  rehabilita- 
tion center  experience  to  the  needs  of  research. 

Rehabilitation  center  services  are  costly.  This  cost  can  only  be 
justified  by  the  resulting  return  of  the  handicapped  individual  to  his 
maximum  potential  of  self-help,  independence  and  if  possible,  gain- 
ful employment.  Only  a  well-integrated  program  of  all  necessary 
specialties,  within  and  out  of  the  center,  together  with  the  coordinated 
support  of  family  and  community  resources,  will  provide  us  with  the 
efficiency  of  meeting  the  patient's  needs  in  the  shortest  possible  time 
and  at  the  least  cost.  The  integration  of  rehabilitation  services  can 
help  us  prevent  rehabilitation  from  being  priced  out  of  the  market. 

Now  let  us  look  at  some  of  the  prerequisites  for  effective  integration. 
This  harmonious  and  purposeful  relationship  of  professional  services, 
agencies,  and  individuals,  requires  dynamic  and  democratic  leader- 
ship if  all  individuals  involved  are  to  give  their  best  efforts.  This 
democratic  relationship  has  the  patient  as  the  keystone.  The  reha- 
bilitation program  seeks  to  provide  the  benefits  of  its  services 
through  and  with  the  patient,  not  merely  for  him.  It  is  a  program 
by  and  for  the  patient. 

Integration  can  only  develop  in  a  climate  of  free  communication  in 
which  there  is  an  opportunity  for  all  specialties  to  engage  in  exchange 
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of  ideas  for  the  patient's  benefit.  These  constructive  interpersonal 
relationships  must  include  the  patient  in  a  planned  and  organized 
manner  if  he  is  to  gain  essential  insight  into  his  problems  and  work 
toward  their  solution. 

Integration  of  rehabilitation  services  is  dependent  upon  having  the 
entire  rehabilitation  center  staff  fully  informed  as  to  the  scope  and 
the  purposes  of  the  center's  program.  Along  with  efficient  and  demo- 
cratic leadership  goes  a  responsibility  for  enhancing  integration 
through  a  clear  delegation  of  responsibility  throughout  the  entire 
rehabilitation  center  organization. 

Where  rehabilitation  centers  are  designing  facilities  for  the  first 
time  or  renovating  preexisting  structures,  the  very  arrangements  of 
the  physical  plant  must  reflect  the  needs  for  staff  and  service  integra- 
tion. Many  centers  have  had  great  difficulties  in  overcoming  physical 
facilities  which  had  limited  effective  face-to-face  relationships  of  de- 
partments and  have  interfered  with  efficient  administrative  procedures 
and  adequate  intercommunication. 

The  process  of  integration  is  in  itself  dynamic.  It  must  be  ever- 
expanding  with  respect  to  keeping  constantly  informed  of  individuals, 
agencies,  and  related  services  throughout  the  community  which  can 
contribute  to  the  needs  of  the  disabled.  A  rehabilitation  center  must 
keep  constantly  informed  as  to  changes  taking  place  within  the  com- 
munity agencies  concerning  the  welfare  of  the  handicapped.  In  this 
way  the  center  can  make  the  most  efficient  use  of  these  supporting  serv- 
ices and  avoid  costly  duplication. 


WHO  IS  RESPONSIBILE  FOR  rNTEGRATION? 

One  of  the  challenging  aspects  of  securing  true  integration  is  that  this 
responsibility  is  shared  by  all  participating  in  the  rehabilitation  proc- 
ess directly  or  indirectly.  However,  primary  responsibility  is  invested 
in  key  people  within  the  center,  within  the  community  and  with  the 
patient  himself. 

Within  the  rehabilitation  center  a  fundamental  responsibility  for 
establishing  integrative  policies  rests  with  the  board  of  trustees  or 
the  responsible  policymaking  committee  or  council.  The  Adminis- 
trative Director  is  delegated  the  responsibility  for  putting  the  inte- 
grated service  plan  into  operation  through  interpreting  board  policies 
into  efficient  organizational  and  administrative  procedures.  This 
responsibility  is  directly  shared  with  the  leadership  of  the  medical 
and  professional  staff.  Further  delegation  of  responsibility  for  inte- 
gration must  reach  operational  personnel  and  the  organized  voluntary 
services.     Advisory  committees,  both  part  of  the  center  organizational 
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structure  and  those  which  are  affiliated  with  the  center  throughout 
the  community,  also  share  in  this  responsibility  of  carrying  out  their 
function  in  such  a  way  as  to  create  unity  of  plan  and  action. 

While  it  is  the  center's  responsibility  for  taking  the  initiative  with 
respect  to  creating  organized  unity  of  a  wide  diversity  of  rehabilita- 
tion services  for  the  patient,  unless  the  patient  himself  is  able  to 
assume  a  personal  responsibility  for  accepting  and  participating  in 
this  pattern  of  integrated  services  he  will  not  be  assured  of  maximum 
benefits.  This  also  means  that  members  of  his  family,  his  former 
employer,  his  spiritual  adviser  and  others  having  a  relationship  to 
his  adjustment  to  the  community,  must  share  in  the  responsibility  for 
a  unified  plan  of  action. 

Throughout  the  community,  responsibility  for  integration  is  shared 
with  the  referring  physician  or  authorizing  medical  authority.  Com- 
pleteness of  the  medical  referral  information  and  continuing  close 
liaison  with  the  referral  source  is  most  necessary  for  meeting  all 
aspects  of  the  patient's  problem.  General  hospital  or  other  prior 
rehabilitation  services  which  may  have  contributed  to  the  patient's 
adjustment  in  the  past  and  may  continue  their  support  throughout 
the  patient's  center  services,  also  share  in  this  responsibility.  This 
will  also  include  the  many  voluntary  services,  such  as  the  American 
E,ed  Cross,  Chapters  of  the  National  Society  for  Crippled  Children 
and  Adults,  The  National  Foundation  for  Infantile  Paralysis,  Heart, 
Cancer,  and  a  host  of  other  organized  voluntary  agencies  dedicated 
to  service  for  the  handicapped. 

Kesponsibility  for  integration  will  also  be  shared  with  business  and 
industrial  contacts,  especially  with  respect  to  future  employment 
opportunities  for  the  handicapped. 

Nor  should  be  overlook  the  necessity  of  sharing  our  integrated 
responsibilities  with  our  State  Rehabilitation  Divisions,  Employment 
Services,  County  and  Municipal  Health  Welfare  and  Assistance 
Departments. 

Ultimately,  if  those  primarily  concerned  with  the  development  of 
well-coordinated  services  to  the  handicapped  interpret  their  purposes 
and  programs  successfully,  the  general  public  too,  through  the  acquir- 
ing of  positive  attitudes  toward  the  problems  of  the  disabled,  assumes 
its  responsibility  in  this  regard. 


HOW  DOES  THE  PATIENT  BENEFIT? 

How  then  does  the  patient  benefit  by  an  integration  of  center  services  ? 
First,  if  the  patient  is  to  accept  his  responsibilities  as  an  active  par- 
ticipant in  the  rehabilitation  process  he  must  be  able  to  see  the  array 
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of  many  specialties  as  a  constructive  whole  for  his  benefit,  rather  than 
as  a  confusing  collection  of  unrelated  services. 

Dr.  Francis  J.  Braceland,  chief  psychiatrist  of  the  Institute  of  Liv- 
ing, Hartford,  Conn.,  in  presenting  the  Fifth  Annual  Dr.  Fred  H. 
Albee  Memorial  Lecture  at  Kessler  Institute,  discussed  the  role  of  the 
psychiatrist  in  rehabilitation,  emphasizing  the  importance  of  develop- 
ing for  the  patient  a  sense  of  emotional  security  and  personal  insight 
in  relationship  to  his  disability  and  the  rehabilitation  program. 

If  the  patient  at  the  very  moment  he  enters  our  doors  can  be  made 
to  feel  not  only  hospitality  but  experience  the  readily  available  and 
unified  services  for  his  benefit,  certainly  this  will  contribute  to  his 
positive  outlook  and  to  his  emotional  security.  This  approach  alone 
can  encourage  his  active  participation  as  a  member  of  the  rehabilita- 
tion team.  Furthermore,  an  integrated  rehabilitation  program  will 
prevent  the  patient  from  feeling  lost  while  engaging  in  costly  waiting 
for  something  to  happen.  The  patient  must  benefit  from  the  applica- 
tion of  speedy  and,  in  the  long  run,  an  economical  program  of  rehabili- 
tation services  in  all  areas  of  his  needs. 

How  does  the  patient  benefit  by  the  integration  of  community  serv- 
ices? Precenter  orientation  of  the  patient  through  referral  sources 
may  in  many  cases  determine  the  effectiveness  of  rehabilitation  center 
services.  This  problem  of  informing  the  patient  as  to  what  he  can 
expect  at  a  rehabilitation  center  prior  to  the  time  of  his  admission  has 
given  the  Conference  of  Rehabilitation  Centers  utmost  concern  at  all 
Annual  Workshops.  Furthermore,  the  integration  of  community 
services  determines  the  effectiveness  of  followup  services  and  post- 
center  referrals  after  the  patient  has  been  discharged  from  the  re- 
habilitation center.  What  is  more  harmful  to  the  rehabilitation  proc- 
ess than  to  have  the  patient  return  to  a  vacuum  in  his  community  after 
leaving  the  center?  Furthermore,  if  the  patient  and  his  family  are 
fully  informed  with  regard  to  community  resources  to  which  they  can 
turn  for  help  after  he  leaves  the  center  we  are  providing  an  integrated 
plan  for  his  future  security. 

Community  resources,  especially  with  the  Departments  of  Voca- 
tional Rehabilitation  and  State  Employment  Services  and  employers, 
must  be  utilized  constructively  during  the  patient's  center  program 
and  not  be  deferred  until  the  moment  of  discharge. 


HOW  DOES  THE  CENTER  BENEFIT? 

How  does  the  center  benefit  from  the  integration  of  its  own  services  ? 
In  the  first  place  it  assures  the  establishment  of  a  well-defined  inter- 
dependence of  specialties  in  meeting  the  total  needs  of  the  handicapped 
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individual  through  the  establishment  of  a  climate  of  democratic  team 
relationships.  All  specialties  gain  a  mutual  respect  for  the  unique 
contribution  which  each  discipline  can  make  in  returning  a  disabled 
person  to  maximum  usefulness.  The  resulting  high  morale  of  all 
center  staff  personnel  is  most  essential  for  creating  an  atmosphere 
of  encouragement  and  security  for  the  patient. 

The  integeration  of  all  rehabilitation  specialties  provides  a  most 
favorable  opportunity  for  the  development  of  inservice  training  of 
staff.  An  inservice  training  program  which  is  motivated  by  a  staff 
seeking  both  self-improvement  in  their  specialty  and  desire  to  know 
more  about  the  whole  process  of  rehabilitation  is  education  in  its 
highest  sense. 

A  natural  outgrowth  of  a  well-informed  and  highly  coordinated 
staff  is  the  establishment  of  both  under-graduate  and  graduate  pro- 
grams for  professional  and  supportive  personnel.  A  center  which 
possesses  an  integrated  professional  staff  sensitive  to  its  educational 
responsibilities  and  constantly  seeking  to  improve  present  techniques 
and  to  devise  new  approaches  to  the  problems  of  the  handicapped 
possesses  the  basic  prerequisite  for  the  development  of  research 
projects.  Future  improvement  of  our  services  depends  upon  a  con- 
stant critical  evaluation  of  the  results  we  are  securing  from  our  day- 
to-day  operations. 

How  then  does  the  center  benefit  in  integration  of  community  re- 
sources? As  we  have  mentioned  earlier,  because  all  rehabilitation 
centers  lack,  to  some  degree,  the  comprehensiveness  of  all  services,  the 
constant  and  effective  integration  of  cooperative  community  services 
is  our  only  answer  to  the  question  as  to  how  to  meet  all  aspects  of  the 
handicapped  person's  problem.  This  integration  of  community  re- 
sources enables  the  rehabilitation  center  to  become  an  integral  part  of 
the  community-wide  services  for  the  handicapped,  and  employee  com- 
munity-wide planning  for  efficient  use  of  present  services  and  avoids 
the  future  establishment  of  costly  duplication  of  future  services.  Then 
finally,  a  rehabilitation  center  that  is  continually  and  effectively  in- 
tegrated with  its  comunity  has  already  established  and  cultivated  com- 
munity opinion  and  attitudes  essential  for  a  maximum  volume  of 
referral  for  center  services  and  for  securing  community  financial  and 
voluntary  support  for  center  operations. 


HOW  DO  WE  INTEGRATE  OUR  SERVICES  WITHIN  THE  CENTER? 

The  need  of  answering  this  question  was  one  of  the  prime  reasons  for 
the  establishment  of  the  Conference  of  Rehabilitation  Centers  over 
5  years  ago.    Some  aspect  of  this  problem  has  been  the  topic  of  every 
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Annual  Workshop.  I  would  encourage  you  to  refer  to  both  the  Work- 
shop Proceedings  of  the  Conference  of  Rehabilitation  Centers  and  to 
the  excellent  reports  which  have  resulted  from  similar  workshops  con- 
ducted by  the  National  Society  for  Crippled  Children  and  Adults,  and 
other  national  organizations. 

The  pattern  of  integration  within  the  rehabilitation  center  and  with 
its  comunity  should  be  a  reflection  of  the  chartered  purposes  as  pro- 
vided by  the  board  of  trustees  or  governing  body.  The  articles  of 
incorporation  and  chartered  purposes  must  be  based  upon  an  assess- 
ment of  need  for  the  proposed  service  throughout  the  community. 
There  is  no  more  powerful  integrative  force  than  a  planning  process 
that  includes  all  related  professional  and  lay  community  interests  in 
rehabilitation.  The  board  of  trustees  will  best  serve  its  rehabilitation 
centers  by  participating  directly  in  this  planning  process  and  forma- 
tion of  founding  policies. 

This  same  critical  evaluation  of  needs  and  resulting  establishment  of 
required  services  by  the  board  of  trustees  must  be  supported  by  a  con- 
stitution and  bylaws  adequate  for  the  purposes  and  scope  of  the  center, 
yet  flexible  enough  for  adapting  to  any  future  changes  that  may  be 
required.  A  center's  charter,  constitution  and  bylaws  will  be  used  in 
requesting  foundation  and  other  charitable  grants,  as  well  as  for  meet- 
ing requirements  for  tax  exemptions  as  a  nonprofit  organization. 
Through  its  constitution  and  bylaws  the  board  will  create  a  unity  of 
purpose  and  action  among  its  own  members  by  providing  for  a  rotation 
of  board  leadership  and  membership,  and  a  program  for  securing  new 
board  members  from  the  best  available  talent  and  leadership  in  the 
community.  The  governing  body  will  provide  dynamic  leadership 
only  as  it  operates  on  a  purposeful  committee  system  with  delegated 
responsibilities  to  all  its  members  and  an  opportunity  for  them  to  con- 
tribute not  only  their  money  but  certainly  their  skills  and  wise  counsel. 

When  selecting  executive  and  director  level  personnel,  the  board  of 
trustees  predetermmes  the  caliber  of  overall  center  unity  by  the  people 
they  select.  This  task  should  be  a  responsibility  shared  by  the  most 
capable  board  members,  with  whatever  advisory  committee  assistance 
necessary,  in  order  to  secure  personnel  with  skills  and  attributes  that 
will  promote  unity. 

Along  with  selection  of  personnel  the  governing  body  must  lay 
down  a  clear  definition  of  responsibilities  for  those  in  charge  of  center 
management.  Overall  board  policies  afi'ecting  center  operations  and 
scope  of  community  relationships  must  be  clearly  stated,  but  also 
provide  for  flexibility  in  a  service  subject  to  constant  growth  and 
change.  Since  integration  is  a  dynamic  quality,  the  board  of  trustees 
must  subject  its  own  policies  and  procedures  to  periodic  reevaluation 
and  review.  A  governing  board  so  constituted  and  dedicated  through 
direct  participation  cannot  fail  to  promote  sound  public  relations  for 
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general  community  support  and  public  information  concerning  the 
center  program. 

As  the  person  delegated  by  the  board  of  trustees  to  administer  the 
policies  and  program  of  the  rehabilitation  center,  the  administrator, 
or  director,  becomes  a  key  figure  in  the  integrative  process.  He  or  she 
must  act  as  a  liaison  between  the  Board  of  Trustees,  the  center  staff, 
and  community  groups,  for  the  purpose  of  fostering  a  coordinated 
and  unified  patient  service.  The  board  of  trustees  looks  to  the  center 
director  not  only  for  efficient  management  but  for  constant  informa- 
tion as  to  progress,  needs,  trends  and  courses  of  action.  This  essential 
role  of  leadership  and  accountability  to  the  board  of  trustees  will  be 
enhanced  by  the  center  director's  participation  on  standing  and  special 
board  committees  in  an  ex-officio  capacity. 

If  administration  is  to  lead  to  intergration  within  the  center,  the 
director  will  develop  with  departmental  leadership  clearly  defined 
patterns  of  delegated  responsibility  and  assignment  of  duties.  This 
organizational  pattern  must  be  understood  by  everyone  for  achieving 
integrative  relationships  throughout  the  center.  Organizational 
plans  will  only  become  a  dynamic,  unifying  process  as  they  are  sup- 
ported by  equally  well-defined  and  simple  channels  of  communication. 

The  center  director  and  heads  of  departments  will  have  to  share  in 
recruiting  and  selecting  personnel  who  will  be  working  with  our 
patients.  Ideally,  all  new  staff  members  should  have  a  period  of  ori- 
entation in  all  departments  in  order  to  encourage  an  understanding  of 
one  another's  jobs.  In  our  urgency  for  filling  a  staff  position  we  often 
push  new  staff  members  "off  the  end  of  the  dock."  Initial  indoctrina- 
tion programs  for  new  personnel,  followed  by  inservice  training,  will 
help  to  avoid  this  conunon  complaint. 

Since  rehabilitation  centers  reflect  the  unique  nature  of  their  own 
community,  sponsorship  and  disability  served,  the  specific  pattern  of 
administration  will  vary  as  well.  However,  integration  is  not  stand- 
ardization or  conformity  to  a  single  pattern.  The  center  director  does 
have  a  primary  role  in  providing  both  practical  and  inspirational 
leadership  in  developing  and  expanding  purposeful  person-to-person 
relationships  within  the  center  organization  plan  and  throughout  the 
community. 

Since  our  services  to  the  disabled  must  be  subject  to  the  critical  test 
of  medical  and  other  scientific  disciplines,  our  reporting,  recording 
and  communicating  procedures  must  be  precise  and  founded  upon 
factual  data.  Our  communication  procedures  too  must  be  reviewed 
from  time  to  time.  In  our  zeal  to  report  and  document  we  may  lose 
our  patient  in  a  welter  of  words  and  paper. 

The  center  director  will  be  responsible  for  establishing  personnel 
policies  that  will  secure  and  develop  the  efficient  services  of  employees, 
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but  at  the  same  time  offer  salary  scales  and  other  benefits  that  will 
encourage  a  more  permanent  staff.  Nothing  is  so  disruptive  to 
integration  as  excessive  staff  turnover. 

The  medical  staff  serving  the  rehabilitation  center  has  a  vital  role 
in  the  integration  of  patient  services  and  with  community  medical 
relationships.  The  medical  profession  is  responsible  for  providing 
the  disability  evaluation,  the  foundation  upon  which  all  rehabilitation 
services  will  rest.  True,  as  physical  restoration  reaches  its  maximum 
for  each  individual,  social  and  vocational  services  become  primary. 
However,  medical  services  must  be  integrated  in  accordance  with  the 
patient's  needs  throughout  the  entire  rehabilitation  process. 

The  patterns  of  medical  staffing  in  rehabilitation  centers  vary  from 
the  highly  organized  staffs  of  university-hospital  affiliated  programs 
to  the  small  independent  centers  receiving  medical  services  from  refer- 
ring doctors  and  medical  advisory  committees.  Regardless  of  type, 
the  medical  policies  of  the  rehabilitation  center  must  be  clearly  stated 
and  mutually  agreeable  to  the  doctors  associated  with  the  program. 
The  rehabilitation  center  will  derive  great  benefit  in  planning  and 
servicing  its  medical  services  by  establishing  a  close  liaison  with  county 
and  State  medical  societies.  Where  more  formal  medical  organization 
is  necessary  and  advisable,  integration  of  center  services  will  be  imple- 
mented by  the  provisions  and  spirit  of  the  medical  staff,  and  the  con- 
stitution and  bylaws. 

All  patient  services  will  be  profoundly  affected  by  the  integrative 
forces  of  democratic  and  dynamic  medical  leadership.  The  process  of 
medical  direction  over  nursing,  occupational,  physical,  speech  and 
hearing  therapies  and  prosthetics  must  create  a  wholeness  of  purpose 
and  plan  for  the  patient.  Every  staff  conference  is  an  opportunity  for 
furthering  integration  by  assuring  the  full  participation  of  all  ancil- 
lary services  in  evaluating  patient's  progress  and  making  recommenda- 
tions that  have  the  three  dimensional  effect  of  a  comprehensive  pro- 
gram. Our  patients  will  be  better  able  to  make  the  transition  from 
the  more  acute  medical  phase  of  their  physical  restoration  program  to 
vocational  considerations  through  this  approach.  The  medical  staff 
further  contributes  to  the  integration  of  the  center  program  by  estab- 
lishing close  working  relationships  with  and  utilizing  to  the  full,  the 
social,  psychological  and  vocational  service  personnel  in  the  center. 

There  should  be  no  problem  as  to  who  calls  the  signals  in  the  patient's 
program  when  medical,  social,  psychological  and  vocational  services 
have  a  clear  understanding  of  their  respective  roles  in  acting  as  a 
coordinated  team  for  and  with  the  patient.  This  question  will  be 
resolved  by  the  patient's  needs  at  any  one  time  and  the  service  or 
combination  of  services  required.  After  all,  it  is  our  hope  that  the 
patient  will  ultimately  plan  the  plays  and  carry  the  ball. 
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As  rehabilitation  center  services  expand  and  become  more  compre- 
hensive, the  need  for  a  program  coordinator  will  become  necessary. 
This  responsibility  is  present  in  every  center  and  is  assigned  accord- 
ing to  available  qualified  staff.  An  able  program  coordinator  will 
assist  all  medical  and  ancillary  services  in  imifying  their  efforts  for 
the  patient's  benefit. 

The  medical  staff  will  unify  all  services  through  its  participation  in 
and  promotion  of  inservice  and  medical  training  programs.  Medical 
supervision  carries  with  it  the  responsibility  for  initiating  an  overall 
staff  participation  in  a  critical  evaluation  of  patient  services.  This 
joint  effort  for  improvement  and  review  of  professional  services  is  a 
powerful  advocate  for  integration  in  the  center. 

We  have  considered  how  Boards  of  Trustees,  administrative  and 
medical  staffs  contribute  to  an  integration  of  rehabilitation  services. 
However,  from  the  patient's  point  of  view,  integration  will  be  meas- 
ured by  the  relationship  formed  with  a  wide  selection  of  nursing, 
treatment  counseling  and  vocational  training  personnel.  Rehabilita- 
tion professionals  can  make  their  individual  specialties  of  maximum 
benefit  to  the  disabled  person  as  they  recognize  the  interdependence  of 
all  services  helping  the  patient  to  cope  with  his  medical,  psychologi- 
cal, social  and  vocational  problems.  Our  patients  are  quick  to  sense 
the  nature  of  our  interprofessional  relationships.  Any  attempts  to 
establish  the  special  sovereignty  of  any  one  department  over  the  pa- 
tient's rehabilitation  program  will  obstruct  our  unity  of  service.  A 
center  staff  which  enjoys  working  together  develops  an  esprit  de 
corps  and  infectious  high  morale  which  cannot  fail  to  create  a  good 
climate  for  rehabilitation  among  our  patients. 

Those  who  work  directly  with  patients  must  have  a  mature  sense 
of  personal  security  and  an  awareness  of  the  personality  attributes 
which  will  help  us  become  more  effective  in  our  role  in  the  rehabilita- 
tion center.  A  basic  interest  in  people  and  a  good  sense  of  humor  are 
important  personal  resources  in  rehabilitation  services.  Rehabilita- 
tion personnel  must  be  concerned  for  their  own  continued  intellectual 
growth  through  further  training,  participation  in  professional  meet- 
ings and  reading  professional  literature. 

Every  team  must  run  in  harness,  and  our  center  team  is  no  excep- 
tion. The  administrative  policies,  procedures  and  lines  of  communi- 
cation must  be  followed  if  our  program  is  to  have  system  and  com- 
mon purpose.  All  staff  members  should  be  encouraged  to  make 
suggestions  for  improving  and  simplifying  center  operations.  Again, 
the  process  of  sharing  in  the  planning  of  something  new  or  the  joint 
review  of  current  methods  for  future  improvement,  is  a  magic  for- 
mula for  creating  staff  unity  and  establishes  a  firm  basis  for  inte- 
grated personal  and  professional  relationships.  Personnel  who  have 
been  consulted  in  the  designing  or  equipping  of  their  service  feel  a 
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unique  sense  of  identification  and  personal  satisfaction,  all  part  of 
integration. 

We  must  remember  that  our  patients  are  served  by  many  center  per- 
sonnel not  on  our  treatment  staffs.  Clerical,  business  office,  dietary, 
maintenance  and  other  operational  personnel  help  create  our  inte- 
grated service  through  their  contacts  with  patients  and  in  perform- 
ance of  their  assigned  duties.  It  is  important  that  our  operational 
personnel  be  made  to  feel  that  they  are  part  of  the  rehabilitation  team 
and  means  must  be  found  to  make  them  feel  the  value  of  their  jobs  in 
overall  purpose  of  the  center.  It  is  not  unusual  for  patients  at  the 
Kessler  Institute  for  Kehabilitation  to  place  high  on  their  list  of 
those  contributing  to  their  program,  orderlies,  cooks,  the  switchboard 
operator,  our  chauffeur,  to  mention  but  a  few. 


HOW  CAN  WE   INTEGRATE   CENTER  SERVICES  WITH   THOSE   IN  THE 
COMMUNITY? 

This  union  with  community  service  and  referral  resources  is  best 
accomplished  on  a  person-to-person  basis.  The  current  expansion  of 
our  State  Eehabilitation  programs  has  increased  the  services  they  re- 
quire from  rehabilitation  centers.  Insurance  companies  and  other 
referral  sources  are  also  utilizing  center  services  for  their  clients.  In 
each  instance  special  arrangements  and  policies  must  be  considered 
in  establishing  a  satisfactory  coordinated  center-agency  relationship. 

Many  centers  conduct  special  training  programs  and  workshops  for 
insurance  personnel,  State  rehabilitation  counselors  and  other  agency 
case  workers  concerned  with  the  handicapped.  Nothing  is  more 
desirable  for  integrating  community  services  and  patient  referral 
sources  than  to  have  their  representatives  join  directly  with  the  center 
staff  in  case  conferences  and  personal  visitations  while  their  referred 
patient  is  being  treated  at  the  center.  This  direct  contact  with  con- 
sumer representatives  will  enable  the  center  to  adjust  easily  to  the 
special  regulations  under  which  governmental,  voluntary  and  business 
referral  groups  must  operate. 

Members  of  the  board  of  trustees,  the  administrator  and  other 
personnel  at  the  center  will  further  strengthen  integration  with  the 
community  through  their  selective  participation  in  related  community 
service  projects  under  the  sponsorship  of  service  clubs,  united  com- 
munity services  and  a  host  of  other  voluntary  and  governmental 
groups. 

The  American  press,  radio  and  television  services  can  be  a  "tower 
of  strength"  in  supporting  the  integration  of  our  health  and  welfare 
services,  of  which  rehabilitation  is  a  most  important  part.     It  would 
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be  hard  to  estimate  the  vahie  of  Dr.  Howard  A.  Rusk's  weekly  articles 
concerning  rehabilitation  which  have  appeared  in  the  New  York 
Sunday  Times  for  nearly  10  years.  Our  national  magazines  have 
done  a  great  service  in  public  education.  The  rehabilitation  center 
must  establish  warm  and  close  press  relations  with  its  local  news- 
papers, radio  and  television  stations.  They  are  keenly  aware  that 
rehabilitation  is  "everybody's  business." 

Another  important  means  of  reaching  our  public  is  for  the  center 
to  provide  a  speaker's  bureau,  which  will  be  prepared  to  meet  both 
professional  and  lay  interests  in  rehabilitation. 

A  most  effective  means  for  integrating  all  community  interests  with 
the  center  is  to  provide  for  "Open  House"  programs  and  special  tours 
and  demonstrations. 

Every  rehabilitation  center  must  not  overlook  the  tremendous 
potential  for  service  and  integration  at  all  levels  which  is  provided 
through  the  establishment  and  operation  of  a  well-organized  Women's 
Auxiliary.  An  entire  paper  could  be  devoted  to  the  benefits  to  be 
derived.  Many  centers  have  been  founded  through  the  vital  concern 
of  women's  groups  and  many  others,  including  the  Kessler  Institute, 
have  their  auxiliary  as  an  integral  part  of  the  center  organization, 
with  its  president  a  full  member  of  the  board  of  trustees.  The 
constructive  use  of  volunteers  from  all  community  resources  should 
be  embodied  in  the  rehabilitation  center  plan.  The  services  of  tl\e 
American  Red  Cross  Motor  Corps,  Gray  Ladies,  and  other  trained 
workers,  is  but  one  important  example  of  those  who  are  willing  to 
serve  from  our  community.  The  volunteer  not  only  brings  the  com- 
munity into  our  center  for  the  patient's  benefit  but  also  provides  the 
center  with  a  most  effective  means  of  telling  its  story  to  the  public. 


WHAT  IS  AHEAD  FOR  INTEGRATION? 

The  currents  of  rehabilitation  have  never  been  stronger  than  they  are 
today.  Never  was  there  such  a  wealth  of  information  available  to 
those  planning  rehabilitation  services  and  facilities  as  can  now  be 
secured  at  international,  governmental,  voluntary  and  local  levels. 
One  has  but  to  become  acquainted  with  the  programs  within  the 
United  Nations,  the  Federal  Program  for  Technical  Assistance  and 
the  far-reaching  efforts  of  the  International  Society  for  the  Welfare 
of  Cripples,  all  dedicated  to  an  integration  and  a  strengthening  of  our 
knowledge  and  skills  in  the  rehabilitation  process  for  all  disabled 
people. 

The  amendments  to  the  Hospital  Construction  Act  and  the  Voca- 
tional Rehabilitation  Act,  Public  Law  No.  565,  provide  farther  evi- 
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dence  as  to  how  the  voluntary  and  governmental  services  for  the 
handicapped  are  being  interrelated.  The  national  and  regional  con- 
ferences of  the  National  Rehabilitation  Association,  the  annual  staff 
meetings,  conventions  and  workshops  of  the  National  Society  for 
Crippled  Children  and  Adults,  and  professional  meetings  of  all  our 
rehabilitation  specialists,  are  concerned  with  the  integration  of  services 
for  the  physically  handicapped.  Those  planning  rehabilitation  center 
services  will  find  ready  guidance  and  ever  increasing  integration  in- 
formation from  the  resources  listed  with  this  paper. 

Those  of  us  who  have  participated  in  this  first  Institute  on  Re- 
habilitation Center  Planning  have  been  able  to  secure  firsthand  from 
our  distinguished  faculty  and  special  speakers,  in  every  instance, 
practical  guidance  in  developing  coordinated  and  integrated  rehabili- 
tation programs. 

In  summary,  the  practical  methods  and  techniques  of  integrating 
rehabilitation  services  within  the  center  and  throughout  the  commun- 
ity can  be  learned  by  example  from  the  splendid  programs  now  in 
operation  and  then  adapted  to  the  particular  center  needs.  The  proc- 
ess of  integration  is,  in  essence,  a  philosophy  and  a  "way  of  life,"  a 
desire  and  an  ability  to  see  things  whole.  This  art  of  creating  unity 
in  our  service  to  the  handicapped  cannot  become  a  functioning  reality 
without  plan  and  discipline.  However,  our  administrative  and  tech- 
nical skills  must  be  bound  together  by  democratic  and  interdependent 
person-to-person  relationships  which  will  make  our  service  to  the 
physically  handicapped  a  rich  and  rewarding  personal  life  experience. 
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Evaluation  of  the 
Center  Program 


l)y  KENNETH  W.  HAMILTON 

Associate  Director^  Ohio  Rehabilitation  Center^  Ohio  State 
University^  Columbus^  Ohio 


EEHABILITATION  center  programs  have  been,  and  will  continue 
to  be  "evaluated."  They  are  evaluated  by  rehabilitants  who  use  them. 
They  are  evaluated  by  the  communities  which  support  them,  and  by 
the  agencies  and  services  which  need  them.  They  are  evaluated  in 
terms  of  whether  or  not  they  are  considered  necessary ;  whether  or  not 
they  are  considered  effective ;  and  whether  or  not  they  are  considered 
feasible  and  practical  from  an  economic  point  of  view.  And  I  might 
add,  that  they  are  evaluated  ruthlessly  and  on  a  survival  and  devil- 
take-the-hindmost  basis.  It  is  a  matter  of  conjecture  whether  or  not 
these  criteria  are  validly  defined,  whether  or  not  they  are  wisely  sup- 
ported, and  whether  or  not  they  are  truly  relevant  to  the  problem 
which  the  community  faces  in  the  increasing  number  of  chronically 
diseased  and  dependent  persons. 


CRITERIA 

Our  problem  is  to  suggest  measures  and  criteria  for  the  consideration 
of  those  concerned  with  rehabilitation  centers  for  evaluating  their 
programs.  This  situation  is  similar  to  that  of  the  attempt  to  define 
and  measure  the  nature  of  humor.  Philosophers  and  psychologists 
have  been  attempting  this  for  some  time,  without  agreement  or  con- 
clusive results.  Yet,  each  of  us  on  his  own  recognizes  humor,  responds 
with  a  chuckle,  saying  in  effect :  "I  don't  know  what  humor  is,  but  I 
know  when  something  is  funny." 

An  evaluation,  ideally,  should  be  based  on  an  experimental  study 
with  control  and  experimental  groups  from  which  conclusions  can  be 
drawn.  This  possibility  appears  too  remote  for  consideration.  Among 
reasons  for  this,  the  following  may  be  cited : 

(a)  The  number  of  human  variables  involved. 
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(b)  The  continuing  changes  in  medical  and  surgical  techniques 
which  are  immediately  reflected  in  the  changing  chronic  disease  popu- 
lation and  problems  (e.  g.,  paraplegia,  tuberculosis). 

(c)  The  number  and  nature  of  the  value  judgments  necessarily- 
involved. 

(d)  The  changing  perspective  in  the  community  itself  as  to  its 
facilities  and  what  it  is  willing  to  support. 

Without  benefit  of  an  experimental  study,  I  would  like  to  attempt 
to  set  forth  some  criteria  for  the  evaluation  of  a  rehabilitation  center 
program.  To  do  this,  I  would  like  to  look  for  a  moment  at  the  nature 
of  the  effort  we  are  attempting  to  evaluate. 

Leonard  Mayo  suggested  that  rehabilitation  is  first  a  philosophy; 
second,  a  purpose;  and  third,  a  method.  If  we  could  restrict  our 
ejfforts  to  the  "method"  aspect,  the  evaluation  problem  would  be 
simpler.  However,  rehabilitation  is  not  merely  a  physical  end  result. 
It  is  not  entirely  a  matter  of  the  mastery  of  mechanical  aids,  nor  is  it 
even  successful  job  training  and  employment.  Important  as  these 
are,  rehabilitation  is  much  more.  It  is  a  creative  thing.  It  is  the 
finding  of  a  satisfactory  way  of  life.  It  is  a  means  of  living  as  fully 
as  possible  with  a  disability  which  is  still  possessed. 

While  there  are  methods  of  rehabilitation  which  have  common 
application,  there  is  at  the  same  time  no  simple  solution.  The  time, 
effort,  understanding  and  support  of  a  great  many  people  may  be 
necessary.  N"o  single  component  of  loiowledge — no  professional  dis- 
cipline— is  enough  to  do  the  job.  Philosophy  comes  back  into  the  pic- 
ture at  the  very  heart  of  rehabilitation  in  the  conviction  thaJ",  every 
disabled  person  is  worth  while,  and  that  as  one  problem  is  mastered, 
its  solution  will  present  us  with  the  obligation  to  face  perhaps  an  even 
more  severe  one.  This  has  been  the  trend  of  rehabilitation  since  the 
first  logical  but  simple  efforts  were  attempted  in  behalf  of  the 
disabled. 


THE   GOAL  OF  REHABILITATION 

The  individual  is  central  to  rehabilitation  and  he  is  unique.  He  is 
unique  in  the  broadest  sense  of  the  word.  He  is  unique  in  the  uni- 
verse from  which  he  comes.  He  is  unique  in  the  universe  which  is 
enforced  upon  him  by  his  own  disability.  This  disability  has  imposed 
limitations,  feelings,  attitudes,  outlooks  and  problems  to  him  which 
are  unique  in  the  sense  that  he  is  unique.  Fundamentally  the  goal  of 
all  rehabilitation  effort  is  to  find  the  means  to  permit  him  to  return 
himself  as  far  as  he  can  to  his  unique  universe. 
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Rehabilitation  centers  have  a  great  deal  in  common.  But,  it  must 
also  be  borne  in  mind  that  the  rehabilitation  center  emerges  into 
reality  into  the  community  from  a  multif aceted  sense  of  values  as  well 
as  from  diverse  community  problems  and  concerns.  The  implied 
techniques  to  meet  them  originate  from  different  experiences  and  pro- 
fessional skills  which  must  be  reconciled.  Consider  in  passing,  the 
center  and  the  context  out  of  which  the  initiative  for  its  creation  may 
have  come.  Crippled  children,  blind  adults,  the  cerebral  palsied, 
labor  and  employer  interests  in  the  injured  workman,  the  tuberculous, 
the  emotionally  disturbed,  and  the  aged — all  these  can  be  but  a  part 
of  the  community  need  which  may  give  impetus  to  the  creation  of 
a  rehabilitation  center.  Again,  while  the  common  aspects  of  the 
approach  to  the  rehabilitation  of  these  groups  can  be  cited,  this  diver- 
sity of  need  and  support  does  have  a  marked  effect  on  the  administra- 
tive auspices  of  centers,  on  their  financial  support,  on  the  nature  and 
physical  setup  of  their  facilities,  and  on  the  concept  and  scope  of  their 
program.  Important  also,  the  staffing  pattern  of  the  center  itself  is 
greatly  controlled  by  such  factors. 


THE  FOCUS  OF  THE  PROGRAM 

From  a  criteria  point  of  view,  then,  we  immediately  raise  the  question 
as  to  whether  or  not  the  same  standards  of  "necessity,"  "effectiveness," 
and  "cost"  can  be  applied  to  all  groups. 

Secondly,  the  diverse  nature  of  the  support  of  rehabilitation  centers 
would  affect  the  very  practical  problem  of  locating  at  what  point  in 
the  range  or  spectrum  of  rehabilitation  services — the  rehabilitation 
process — ^the  center's  program  is  to  be  focused.  Can  it  be  all  things 
to  all  people?  Should  it  serve  all  disability  groups?  If  not,  which 
can  it  serve  best  and  which  should  be  excluded  ?  How  are  such  exclu- 
sions to  be  justified?  Can  a  center  serve  orthopedically  disabled 
adults,  and  also  serve  the  preschool  blind  child  and  his  family? 
Should  its  efforts  be  focused  on  the  early  convalescent  ?  The  hospital 
stage  ?  How  closely  should  it  be  related  to  a  family  service  type  of 
program?  How  can  we  include  vocational  rehabilitation  goals  with 
their  implied  need  for  a  professionalized  sheltered  employment  of  a 
transitional  nature?  Or  is  the  community  problem  largely  that  of 
the  older  age  group,  with  irreversible  pathology  and  all  its  related 
problems  ? 

As  stated  above,  rehabilitation  centers  will  be  evaluated  immediate- 
ly and  continuously,  whether  or  not  the  community  leadership  has  had 
time  and  experience  to  reach  agreement  on  the  above.  Rehabilita- 
tion centers  will  flourish  or  fail  according  to  their  abilities  to  satisfy 
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those  criteria  which  the  comimiiiity  understands,  accepts,  and  will 
support  now. 

Additionally,  the  community  on  whose  support  and  understanding 
the  center  depends  may  be  local,  state,  or  regional.  The  community 
will  support  those  efforts  which  seem  to  it  to  be  within  its  value  system 
and  sense  of  priority.  It  also  seems  to  support  those  programs  with 
which  it  can  most  successfully  identify  itself  and  involve  its  leader- 
ship. 

Ths  center  has  the  dual  role,  then,  of  defining  its  program  and 
adapting  its  scope  to  community  acceptance.  And  at  the  same  time,  it 
has  the  obligation — if  it  is  to  work  with  the  community  rather  than 
for  it — of  understanding  that  community  and  influencing  its  accept- 
ance and  understanding  of  a  center  program  along  the  lines  which 
the  center  may  feel  are  essential  and  valid.  This  is  one  of  the  thin 
lines  which  center  leadership  must  find  and  follow.  It  is  the  edge 
around  which  evaluation  will  take  place. 

I  would  like  to  add  parenthetically  that  one  of  the  problems  in  re- 
habilitation centers  is  to  discover,  define,  and  interpret  to  the  com- 
munity these  latter  needs.  I  feel  that  we  are  only  beginning  to  ap- 
preciate the  capacities  of  handicapped  and  disabled  people  to  respond 
to  an  intelligent,  organized,  and  professional  program  which  is 
adapted  individually  to  their  needs  and  capacities.  On  the  other 
hand,  I  feel  that  despite  a  well-accepted  body  of  community  organ- 
ization practice,  rehabilitation  centers  present  some  unique  aspects 
in  seeking  firm  community  support  and  participation. 

Any  talk  of  criteria  for  evaluating  rehabilitation  always  leads  to 
what  can  be  said  about  its  economic  advantages — about  reduced  wel- 
fare costs  and  lessened  demands  for  hospital  and  institutional  care. 
Also  among  criteria  are  convincing  evidence  of  increased  manpower 
and  productivity  as  a  result  of  successful  rehabilitation.  As  im- 
portant as  these  things  are,  I  would  like  to  insist  that,  for  the  moment 
a  least,  they  be  considered  the  byproducts  of  our  concern  for  the  basic 
importance  and  dignity  of  people.  This,  in  the  last  analysis,  I  feel  is 
the  justijBcation  for  rehabilitation  centers. 

With  this  perspective  and  background,  let  us  turn  to  a  discussion 
of  the  criteria  by  which  a  center  may  be  evaluated.  The  following  are 
presented  without  rigid  insistence  on  priority  or  relative  importance. 


VOCATIONAL  REHABILITATION 

The  criteria  most  readily  available  to  our  purposes  are  those  which 
have  been  developed  and  interpreted  out  of  earlier  experiences  with 
the  State-Federal  Vocational  Rehabilitation  program.    Simply  stated, 
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the  question  is:  Has  the  center  made  an  effective  contribution  to  job 
training  and  to  return  to  employment  of  disabled  persons  ?  Have  the 
center's  services  resulted  in  greater  number  of  disabled  people  reach- 
ing employment  status  ?  Has  it  resulted  in  more  rapid  or  economical 
return  of  such  people  to  a  vocational  adjustment  ?  Have  the  center's 
services  enabled  a  significant  number  of  people  to  reach  employment 
who  presumably  would  otherwise  not  have  been  able  to  do  so?  In 
other  words,  has  the  center  enhanced  the  capability  and  effectiveness 
of  the  existing  vocational  rehabilitation  program?  If  so,  in  what 
respects  may  it  do  so,  or  may  we  expect  it  to  do  so  ?  Is  the  community 
able,  from  a  vocational  point  of  view,  to  deal  with  the  more  severely 
handicapped  individual  whose  vocational  rehabilitation  would  have 
been  impossible  without  the  prior  services  of  the  rehabilitation  center  ? 
In  relation  to  vocational  rehabilitation,  to  what  extent  was  the  re- 
hablitation  center  necessary?  To  what  extent  are  its  costs  practical 
and  its  results  measurable?  On  an  individual  center-by-center  and 
community-by-community  basis,  the  evaluation  of  the  center's  program 
requires  a  searching  look  at  the  relationship  between  the  program 
of  the  center  and  that  of  the  publicly  supported  program  of  vocational 
rehabilitation.  To  what  extent  are  these  programs  overlapping  ?  Or 
even  in  competition?  To  what  extent  has  neither  service  been  able 
to  meet  large  segments  of  the  rehabilitation  problem  which  the  com- 
munity itself  still  must  face  ?  To  what  extent  are  they  complimentary 
and  each  requisite  to  the  successful  achievement  of  the  other  ?  To  what 
extent  does  the  rehabilitation  center  render  a  preliminary  service  to 
vocational  rehabilitation  in  the  sense  of  evaluation,  social  adjustment, 
or  physical  restoration  ?  To  what  extent  are  such  services  preliminary, 
prerequisite,  and  supporting  if  vocational  rehabilitation  is  to  follow  ? 
Conversely,  to  what  extent  do  the  vocational  rehabilitation  services 
lead  promptly  and  effectively  to  employment,  dignity,  and  economic 
independence  of  persons  who  have  progressed  in  their  own  rehabilita- 
tion in  the  center  to  the  point  where  such  continuing  achievement  is 
indicated  ? 


COMPREHENSIVE  REHABILITATION 

In  an  earlier  study  by  McCoy  and  Rusk,  they  asked  themselves  the 
question:  "Is  comprehensive  rehabilitation  worthwhile?"  They 
posited  that  "if  the  individual  gains  ability  to  function  to  the  maxi- 
mum of  the  capacities  he  has  left,  and  he  uses  these  capacities  in  a  way 
satisfactory  to  him  and  acceptable  to  the  community,  it  may  be  as- 
sumed that  his  rehabilitation  paid — that  it  was  successful."  They 
undertook  to  determine  this  by  "measuring  the  results  of  rehabilitation 
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as  reflected  in  the  way  these  rehabilitants  managed  their  problem  of 
living." 

Eeviewing  their  experience  with  476  patients  they  concluded  among 
other  things,  that  "90  percent  of  the  individuals  included  in  this 
study  derived  some  benefit  from  their  rehabilitation  experience." 
They  concluded  that  "rehabilitation  of  the  severely  handicapped  is 
no  less  valuable  economically  to  the  community  than  of  those  less 
severely  disabled  who  can  be  returned  to  employment." 

They  concluded  that,  among  their  group,  there  was  a  higher  rate 
of  "success  in  functional  rehabilitation  .  .  .  and  a  lower  rate  in  social 
rehabilitation."  This  difference  appeared  to  stem  predominantly 
from  a  "lack  of  social  opportunity  for  these  individuals  in  the  com- 
munity following  the  completion  of  rehabilitation  training."  They 
were  concerned  about  the  lag  represented  by  this  problem,  and  em- 
phasized the  need  for  a  "more  coordinated  and  creative  use  of  existing 
resources  as  one  aspect  of  improved  community  services." 

This  last  conclusion  suggests  important  areas  in  which  rehabilita- 
tion center  programs  should  be  evaluated  by  enlightened  community 
leadership. 


EVALUATIVE  SERVICES 

The  first  of  these  is  that  of  offering  to  the  community  a  service  whereby 
the  needs  and  potentialities  of  disabled  persons  for  rehabilitation  can 
be  evaluated  systematically  and  economically.  This  is  a  service  pre- 
liminary to  rehabilitation,  of  which  both  the  individual  and  the  com- 
munity have  need.  It  is  not  within  the  scope  of  this  paper  to  explore 
the  technical  aspects  of  evaluation,  but  the  ability  of  the  rehabilitation 
center  to  provide  an  evaluative  service  to  the  community's  dependent 
and  handicapped  persons  is  an  element  upon  which  the  value  of  the 
rehabilitation  center  to  the  community  should  be  judged.  Such  re- 
habilitation evaluations  are  not  diagnoses,  nor  even  multiple  diag- 
noses; rather,  they  are  a  series  of  related  assessments  of  the  varied 
practical  obstacles  standing  between  the  handicapped  individual  and 
his  attainment  of  his  fullest  effectiveness.  They  begin  with  the  con- 
sideration of  his  physical  limitations  and  prognoses,  his  emotional  re- 
sponse to  illness,  his  social  situation,  his  vocational  possibilities,  and 
the  family  and  community  attitudes  and  strengths  for  dealing  with 
these.  They  are  concerned  with  the  functional  abilities,  of  whatever 
kind,  that  the  patient  can  marshal  to  himself.  Such  evaluations  can- 
not be  made  on  a  hit-and-run  basis ;  they  cannot  be  made  by  paper  and 
pencil,  by  reading  a  record,  nor  can  they  be  made  across  a  desk.  They 
require  a  living  period.    They  imply  a  relationship  between  the  handi- 
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capped  individual  being  evaluated  and  the  agency  responsible  for 
that  evaluation.  They  are  centrally  concerned  with  the  problem  of 
the  rehabilitant's  motivation,  with  his  concept  of  himself,  with  the 
meaning  of  his  disability  to  him,  and  with  the  nature  of  the  help 
necessary  to  him  to  release  to  himself  his  own  resources.  The  evalua- 
tion of  an  individual's  potential  for  rehabilitation  is  a  critical  com- 
munity need  in  public  welfare,  in  workmen's  compensation,  in  crippled 
children's  services,  in  special  education,  and  in  an  increasingly  large 
percentage  of  general  medical  and  surgical  problems.  Evaluation  is 
a  basic  preliminary  need  which  should  be  available  when  the  patient's 
situation  presents  any  of  the  following: 

(1)  Significant,  irreversible  loss  or  pathology. 

(2)  The  disability  threatens  the  independence  of  the  individual's 
capacity  for  self-care,  travel,  communication,  or  safety. 

(3)  The  patient  or  his  family  will  require  special  help  or  training 
in  acceptance  of  disability,  or  in  adaptation  to  it. 

(4)  The  situation  raises,  or  may  be  expected  to  raise,  problems  with 
reference  to  employment  and  vocational  adjustment. 

(In  the  crippled  children's  area  there  is  all  too  frequently  the  situa- 
tion where  disability  deprives  the  child  of  the  opportunity  for  growth, 
experience  and  maturation.  In  our  own  experience,  we  are  commonly 
asked  to  serve  the  individual  who  is  chronologically  and  legally  adult, 
but  who,  because  of  disability,  lacks  the  requisite  experience  and  un- 
der-pinning even  to  utilize  rehabilitation  services  designed  for  adults 
Consequently,  he  lacks  the  necessary  concept  of  himself  as  an  adult 
capable  of  independent  and  responsible  function.  The  role  of  the 
rehabilitation  center  is  not  readily  defined  in  this  common  situation, 
but  there  is  the  obligation  to  work  with  the  community  toward  the 
answer  to  an  obvious  problem.) 


RESTRICTIONS  ON   FUNCTIONAL  ACTIVITIES 

When  a  disability  imposes  a  handicap  on  an  individual,  it  has  in 
fact  interposed  obstacles  of  various  types  between  that  disabled  in- 
dividual and  his  necessary  or  desired  level  of  functioning.  Rehabili- 
tation center  programs  may  be  evaluated  again  by  their  results  in 
(a)  identifying  these  obstacles,  and  (h)  mitigating  or  removing 
them.  A  characteristic  result  of  the  handicap  which  the  individual 
faces  is  increased  dependency  of  some  type  imposed  upon  the  disabled 
individual. 

Physical  dependency  is  the  most  apparent  and  most  readily  evalu- 
ated from  the  point  of  view  of  the  patient's  progress  in  coping  with 
it.    One  aspect  of  a  physical  dependency  relates  to  mobility.    Improve- 
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ment  of  the  mobility  status  of  the  individual — from  that  of  being  bed- 
fast— through  the  use  of  the  wheel  chair  or  other  limited  ambulation — 
and  all  the  way  to  unrestricted  travel — has  been  suggested  as  a  measure 
of  the  effectiveness  of  a  rehabilitation  center's  program. 

Similarly  measurable,  the  functional  levels  of  physical  accomplish- 
ment have  been  used.  In  this  instance,  while  true  experimental  studies 
involving  the  use  of  the  control  group  do  not  seem  feasible,  we  may 
still  report  objectively  on  the  patient's  progress  or  improvement  in 
such  things  as  his  need  for  nursing  care,  increasing  independence  in 
such  activities  of  daily  living  as  feeding,  toilet,  dressing,  to  home  em- 
ployment, sheltered  employment,  selective  or  modified  employment, 
and  all  the  way  to  unrestricted  employment.  The  accomplishment 
of  these  goals  involves  the  rehabilitation  center  first,  but  it  also  in- 
volves the  entire  community.  It  should  be  jointly  undertaken.  None- 
theless, the  contribution  of  the  rehabilitation  center  in  their  attain- 
ment is  critical.  It  can  be  measured  and  reported,  and  should  be 
available  for  evaluation  by  the  community. 

Problems  of  communication — speech,  hearing,  writing,  reading,  and 
use  of  the  dial  telephone — may  be  similarly  handled.  Such  activities 
represent  functions  of  themselves  from  the  purely  physical  point  of 
view.  They  are  from  the  rehabilitation  point  of  view,  the  means  to 
the  end  of  greater  independence  and  social  and  vocational  participa- 
tion by  the  individual.  Their  absence  is  frequently  defeating  to  re- 
habilitation. 

However  obvious  these  types  of  evaluations  of  the  programs  of  re- 
habilitation centers  may  appear,  they  are  not  only  the  problems  of 
new  or  contemplated  centers.  They  are  matters  yet  to  be  handled,  de- 
veloped, and  interpreted  within  the  community  by  most  established 
rehabilitation  centers  as  a  basis  for  evaluating  their  own  programs  of 
personal  and  community  service.  They  are  a  matter  which  I  hope 
will  receive  attention  from  the  Conference  of  Kehabilitation  Centers 
shortly. 


OTHER  TYPES  OF  DEPENDENCY 

The  state  of  dependency  which  disability  imposes  on  the  individual  is, 
however,  too  commonly  caused  by  factors  other  than  physical. 
Perhaps  even  more  likely,  the  physical  dependency  may  be  controlled 
or  influenced  by  non-physical  factors.  I  have  in  mind  motivational 
problems,  emotional  and  psychological  problems — especially  relating 
to  body  image — family  disruption  and  breakdown,  and  the  lack  of 
opportunity  for  growth  and  maturation.  Frequently,  the  problem  is 
that  of  the  lack  of  social  and  vocational  opportunity  or  public  igno- 
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ranee  and  prejudice.  However,  the  start  toward  the  solution  of  these 
problems  should  properly  involve  the  rehabilitation  center  as  one  of 
the  several  groups  in  the  community  who  are  vitally  concerned. 

The  above  causes  of  dependency  are,  unfortunately,  too  often  the 
grist  of  the  mill  of  rehabilitation  centers.  They  are  the  stubborn  and 
persistent  problems  which  are  the  human  and  economic  facts  of  public 
assistance,  crippled  children's  services,  workmen's  compensation, 
family  social  service,  and  the  like.  To  some  extent,  I  believe  it  is  the 
anticipation  of  help  with  this  type  of  problem  which  underlies  the 
community's  support  for  its  rehabilitation  center.  Certainly  on  this, 
the  program  of  the  rehabilitation  center  should  be  evaluated. 


RELEVANCE  OF  THE   PROGRAM 

I  think  a  word  of  caution  is  necessary  here.  There  is,  to  my  mind,  a 
danger  of  "developing  and  evaluating"  a  stereotype  rehabilitation 
center  which  is  well-planned  and  well-staffed — but  possibly  in  the 
wrong  direction.  In  other  words,  it  is  built  and  planned  on  the 
expectation  that  its  clients  will  be  well-motivated  persons  whose 
medical  management  will  be  uneventful,  whose  families  will  offer 
strong  supporting  interest,  and  whose  well-organized,  intelligent  per- 
sonalities will  be  readily  received  in  the  social  and  vocational  world. 
This  type  of  "easy  biscuit"  is  indeed  a  rare  bird,  infrequently  seen  in 
the  rehabilitation  center — if  indeed  he  belongs  there  at  all.  In  work- 
ing with  the  community  and  facing  the  problems  which  it  is  forced 
to  face  (the  aged,  the  cerebral  vascular  accident  case,  the  paraplegic, 
the  patient  who  is  resistant,  passive,  or  hostile — in  short,  the  patient 
beyond  the  capabilities  of  existing  resources)  the  rehabilitation  center 
is  an  area  in  which  the  need  for  its  program  is  greatest.  It  is,  I  hope, 
the  area  in  which  the  significant  new  developments  and  relationships 
are  most  likely  to  be  found.  This  is  the  area  where  objective  criteria 
for  evaluation  of  the  rehabilitation  center  program  are  not,  to  my 
mind,  readily  definable  as  yet.  What  is  required,  I  think,  at  present  is 
the  willingness  to  join  the  community  shoulder-to-shoulder  in  facing 
this  problem. 


ENABLEMENT 

I  would  like,  however,  to  attempt  to  suggest  one  standard  in  this 
area  of  dealing  with  the  patient  "too  severly  disabled"  to  make  use  of 
community  facilities.     I  would  not  be  so  bold  as  to  say  that  this 
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standard  could  be  delineated.  The  need  is  that  of  providing  those 
experiences  and  services  which  will  "enable"  the  client  or  patient  to 
make  greater  use  of  his  own  inner  resources  and,  consequently,  enable 
the  existing  community  services  of  health,  welfare,  and  employment 
to  reach  him.  My  own  impressions,  which  I  am  not  able  to  document 
at  this  point,  are  that  (a)  the  center  can  make  a  significant  contribu- 
tion here  on  a  case-by-case  basis,  and  ( h )  that  the  evaluation  of  results 
in  such  instances  is  most  readily  attested  by  the  collateral  community 
services  which  have  benefitted  from  the  center's  effort. 

The  late  Bell  Greve,  reporting  on  this  point,  once  remarked  that  a 
rehabilitation  center  is  "in  part  a  hospital,  in  part  a  school,  in  part 
a  social  agency,  and  in  part  a  factory."  It  was  her  contention,  with 
which  I  agree,  that  this  mongrelized  type  of  creature  was  an  "enabler." 
It  made  possible  the  use  of  other  community  services — whether  hos- 
pital, school,  social  agency,  or  factory — ^by  people  whose  potential  for 
the  use  of  such  services  up  to  that  time  had  been  marginal  or,  more 
likely,  submarginal.  Again,  while  critical  evaluation  of  this  function 
is  important  and  it  is  on  the  forefront  of  rehabilitation  center  develop- 
ment, I  am  not  convinced  it  is  suitable  for  the  purposes  at  hand. 


COMMUNITY  RELATIONS 

Communities  differ  in  size,  in  leadership,  in  facilities,  and  the  types  of 
need  on  which  community  action  can  be  gained.  They  differ  in  ethnic 
characteristics,  in  the  industrial  and  employment  opportunities  they 
provide,  in  per  capita  wealth,  and  in  the  degree  that  health  and  wel- 
fare services  have  been  developed  and  accepted.  It  is,  however,  by 
the  community  itself  that  the  final  evaluation  of  the  rehabilitation 
center  will  be  done.  This  is  true  despite  prior  efforts  on  the  part  of 
the  center.  Consequently,  any  discussion  of  the  evaluation  of  the 
rehabilitation  center  program  should  include  factors  basic  to  the  com- 
munity's evaluation.    Some  of  these  are  as  follows : 

(1)  That  the  center  perceives  itself  and  is  perceived  by  the  com- 
munity as  an  integral  part  of  that  community,  working  within  it. 

(2)  That  the  center's  program  is  aimed  at  the  problems  which  the 
community  itself  must  face.  (The  earlier  reference  to  the  danger  of 
building  a  center  around  a  stereotype,  inflexible  and  unrealistic  from 
the  community  problem,  is  pertinent  to  this  point.) 

(3)  That  leadership  within  the  center  and  its  development  should 
be  common  with  that  of  other  civic  and  professional  leadership  in 
the  community. 
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(4)  That  the  structure  and  practices  of  the  center  must  be  consonant 
with  those  of  other  health  and  welfare  agencies,  and  be  planned  to 
fit  into  the  fabric  of  existing  medical  and  industrial  practice. 


LOCAL  FOCUS  FOR   REHABILITATION 

Not  only  is  the  community  the  controlling  factor  in  the  outcome  of  all 
rehabilitation  efforts,  but  a  center  will  additionally  be  inevitably 
evaluated  locally  in  part  on  its  ability  to  provide  a  focal  point  for  the 
coming  together  of  many  diverse  community  interests  in  many  diverse 
aspects  of  the  problems  of  rehabilitation.  Obviously,  not  all  these 
matters  will  fit  within  the  scope  of  the  center's  program.  However, 
these  problems  related  to  rehabilitation  are  seen,  defined,  and  evaluated 
locally.  A  locally  meaningful  "handle"  to  their  solution  will  be 
looked  for  locally.  While  ultimate  control  of  the  direction  and  scope 
of  the  center's  program  must  of  course  remain  within  its  own  board 
and  administration,  it  still  will  find  a  cutting  evaluation  on  its  ability 
to  be  sensitive  to  and  responsive  to  the  felt  needs  within  its  area  of 
community  support. 


LEADERSHIP 

As  a  corollary  of  the  above,  there  is  the  implied  responsibility  for 
some  share  of  community  leadership  in  matters  reflecting  rehabilitation 
in  its  broadest  sense.   I  think  leadership  involves  three  principal  types : 

(1)  Willingness  to  assume  responsibility  and  initiative  in  the  com- 
mon day-to-day  practical  problems  and  arrangements  necessary  within 
the  community. 

(2)  Leadership  in  technical  and  professional  competency. 

(3)  Leadership  in  the  sense  of  development  of  intellectual  com- 
petency in  the  area  of  community  values  and  their  interpretation. 


STAFFING  PATTERNS 

Rehabilitation  centers  are  evaluated  by  professional  groups  and  associ- 
ations. This  is  particularly  true  in  matters  of  professional  qualifica- 
tion, training,  and  experience  of  staff.  Evaluations  are  also  made  on 
the  basis  of  caseload,  salaries,  and  the  conditions  of  professional  prac- 
tice for  all  professional  groups. 
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As  it  became  apparent  that  no  single  professional  group  had  all  the 
answers  in  rehabilitation — or  was  even  aware  of  all  the  problems  or 
possibilities  within  the  integrated  service  which  rehabilitation  is  be- 
coming— more  and  more  help  was  asked  from  an  increasing  number 
of  specialized  competencies.  Consequently,  the  rehabilitation  team 
is  one  of  the  emerging  ideas  and  changing  concepts  of  health  and  wel- 
fare practice  in  the  local  community.  The  term  "rehabilitation  team" 
already  has  become  somewhat  hackneyed  and  has  engendered  some 
ridicule,  even  before  its  capabilities  have  been  appreciated.  Certainly 
we  have  not  yet  acquired  much  skill  in  its  use,  but  we  have  seen  enough 
to  know  it  has  far  greater  possibilities  than  have  yet  been  realized. 
From  the  point  of  view  of  evaluating  rehabilitation  center  programs, 
however,  only  two  points  need  to  be  stressed  with  reference  to  staffing 
patterns : 

(1)  The  increased  diversity  and  specialization  of  the  rehabilitation 
team  have  created  a  corresponding  and  equal  need  for  synthesis  and  in- 
tegration. Wherever  such  integration  must  be  achieved,  we  must  as- 
sure that  it  is  achieved  within  the  experience  of  the  rehabilitant  him- 
self. Otherwise,  in  our  concern  for  the  problems  of  the  patient,  we 
may  lose  sight  of  the  patient  himself.  Occasionally,  we  have  succeeded 
in  our  efforts  to  rehabilitate  his  hip,  his  hand,  his  wife,  and  his  em- 
ployer, only  to  find  that  the  patient  himself  went  over  the  dam  long 
since,  along  with  our  fundamental  tenets  of  patient-centered,  compre- 
hensive rehabilitation. 

One  of  the  interesting  side  results  in  the  rehabilitation  center  field 
is  that  the  centers  are  increasingly  asked  to  come  to  grips  with  more 
and  more  severe  problems.  Our  notion  of  what  constitutes  the  se- 
verely handicapped  individual  progressively  recedes,  constantly  keep- 
ing just  ahead  of  our  accomplishments  and  capabilities.  Consequent- 
ly, the  staffing  pattern  itself  should  be  reviewed  and  evaluated  on  the 
critical  dimension  of  the  ability  of  the  patient  to  make  meaningful, 
efficient  use  of  staff  potential. 

(2)  The  other  point  which  should  be  included  in  evaluating  staff 
patterns  is  the  extent  to  which  the  staffing  pattern  is  able  to  (a)  pro- 
mote the  growth  and  competency  of  the  individual  staff  member  in 
his  own  field,  and  (5)  realize  more  fully  the  extension,  development, 
and  potential  contribution  of  the  professional  field  he  represents. 
Certainly,  in  the  field  of  work  tryout  and  disability  evaluation,  occu- 
pational therapy  has  far  more  to  contribute  than  has  presently  been 
realized  in  the  direction  from  which  answers  must  be  found  if  the 
community  problems  are  to  be  solved. 

The  psychlogical,  social,  and  vocational  aspects  of  rehabilitation 
are  commonly  the  weakest  professionally  in  terms  of  results.  The 
problems  faced  by  rehabilitation  centers  in  answering  the  needs  of 
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patients,  not  only  for  prevocational  experience  but  for  group  experi- 
ence contributing  to  development  and  growth,  and  for  any  other  ex- 
pediency which  will  provide  the  patient  a  more  aggressive,  useful 
and  realistic  concept  of  himself — these  are  all  the  points  at  issue  and 
where  growth  and  development  of  the  professions  must  be  encouraged. 

While  the  topic  of  staff  patterns  may  perhaps  more  appropriately 
be  handled  under  a  discussion  of  the  administrative  aspects  of  centers, 
it  also  has  a  cutting  application  in  evaluation  of  rehabilitation  center 
programs.  A  vertical,  authoritative  stalling  pattern — the  so-called 
line  type — may  pay  for  its  apparent  efficiency  in  the  coin  of  stifled 
initiative,  the  absence  of  creativity  on  the  part  of  individual  staff 
members  who  could  function  creatively  under  other  circumstances. 
It  may  also  be  paid  for  by  a  striving  for  status  and  recognition  within 
the  "pecking  order"  which  a  staffing  pattern  can  so  easily  create. 

The  stubborn  and  difficult  types  of  emotional,  social,  and  vocational 
problems  which  are  the  day-to-day  realities  which  rehabilitation  center 
staffs  are  asked  to  meet,  should  give  use  pause  to  evaluate  staffing  pat- 
terns. The  need  for  new  modalities,  new  approaches,  and  fresh  and 
creative  thinking,  are  apparent. 

One  dimension  of  the  capability  of  any  specialty  in  rehabilitation 
is  its  ability  to  relate  its  knowledge  and  contribution  to  the  other  pro- 
fessional disciplines  and  needs  of  the  patient.  Experience  to  date 
would  indicate — at  least  to  me — that  the  future  effectiveness  of  the 
rehabilitation  staff  will  depend  on  the  degree  to  which  it  is  able  to 
make  each  of  its  several  professional  knowledges  and  skills  effective 
supplementations  of  the  other.  The  team  structure,  philosophy,  and 
leadership  must  in  no  wise  impede  movement  of  services  to  patients 
tending  in  this  direction. 


RESEARCH  AND  TEACHING 

Depending  on  the  setting  and  control  of  the  rehabilitation  center,  re- 
search and  teaching  may  be  factors  on  which  the  center's  program 
should  be  evaluated. 

The  total  expenditures  in  the  health  and  welfare  field — including 
public  assistance,  workmen's  compensation,  vocational  rehabilitation, 
convalescent  and  nursing  care,  crippled  children's  services,  aid  to  the 
blind,  etc.— are  a  staggering  sum.  What  are  we  doing  in  the  research 
area,  especially  when  one  considers  the  percentage  of  gross  income 
which  industry  plows  back  into  product  development  and  research? 
I  think  we  all  share  a  responsibility  to  point  out  how  little  is  pres- 
ently being  done,  either  in  fundamental  or  applied  research,  partic- 
ularly in  the  psychosocial  and  vocational  areas. 

309 


While  what  may  be  done  in  the  research  area,  and  particularly  on 
the  local  level  of  the  free-standing  community  center,  may  be  some- 
what limited  in  comparison  to  what  may  be  done  in  connection  with 
the  hospital  and  university-affiliated  rehabilitation  centers,  there  is 
nonetheless  concern  that  the  climate  within  all  centers  shall  be  such 
as  to  encourage  respect  for,  and  knowledge  of  the  place  of  program- 
matic research,  from  top  to  bottom.  There  is  also,  I  think,  opportunity 
and  obligation  within  the  Conference  of  Rehabilitation  Centers  to  look 
at  this  problem  in  concert  with  other  appropriate  groups.  This  again 
is  not  so  much  a  matter  of  evaluation  of  the  individual  centers  as  it  is 
evaluation  of  the  total  center  movement  to  which  we  all  have  some 
responsibility. 

In  reference  to  teaching,  there  is  virtually  unanimous  agreement  as 
to  the  bottleneck  represented  by  the  paucity  of  qualified  personnel  to 
operate  existing  centers,  let  alone  centers  projected  for  the  future. 
As  was  stated  in  connection  with  research,  this  is  a  matter  affecting 
both  the  individual  center  and  the  total  rehabilitation  center  movement. 

The  Office  of  Vocational  Rehabilitation,  the  National  Foundation 
for  Infantile  Paralysis,  the  National  Institutes  of  Health,  the  Sister 
Elizabeth  Kenny  Foundation,  and  others  are  providing  leadership 
and  financial  help  in  training  and  education  of  rehabilitation  person- 
nel. Hospital  and  university-affiliated  centers  have  a  role  and  an 
obligation  for  the  professional  training  of  rehabilitation  personnel  in 
the  fulfillment  of  which  they  should  be  evaluated.  At  the  same  time, 
every  rehabilitation  center  in  any  type  of  situation  has  an  obligation 
and  an  opportunity  to  contribute  in  the  teaching  area,  on  which  it 
should  be  evaluated.  Students  need  field  practice.  The  developments 
of  teaching  programs  in  the  university  require  good  clinical  expe- 
rience, internships,  and  the  like.  The  provision  of  these  opportuni- 
ties by  community  centers  is  not  only  a  contribution  toward  the  field, 
but  is  a  source  of  enrichment  and  development  of  the  center  providing 
such  training. 

Rehabilitation  center  practice  is  in  many  respects  unique  and  pio- 
neering for  the  professions  involved.  Frequently  in  rehabilitation 
centers  the  traditional  practices  and  assumptions  and  prerogatives  of 
these  groups  find  need  for  modification.  The  experience  of  the  center 
should  be  reflected  back  to  the  several  national  professional  member- 
ship organizations.  They  should  be  encouraged  through  interpreta- 
tion and  some  degree  of  observation,  to  move  along  in  the  light  of  the 
requirements  of  local  rehabilitation  center  practice. 

Lastly,  all  centers,  to  a  considerable  degree,  engage  in  informal 
teaching.  The  constant  stream  of  visitors,  the  group  tours  through 
the  center,  as  well  as  the  necessary  talks  and  lectures  given  by  staff 
members  before  local  groups,  are  a  very  real,  if  informal,  educational 
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measure.     Such  activities  are,  in  some  respects,  a  burden;  they  are 
also  a  teaching  obligation  of  the  local  center. 

Those  concerned  with  the  direction  of  rehabilitation  centers,  I  feel, 
should  turn  our  attention  individually  and  jointly  to  this  matter  of 
evaluation.  Such  evaluation,  such  self  scrutiny,  is  not  only  a  sound 
business  procedure  and  a  mutually  educational  advantage,  but  it  is 
also  necessary  procedure  and  a  mutually  educational  advantage,  but 
it  is  also  necessary  to  assure : 

(1)  That  the  supporting  community's  rehabilitation  dollar  is  in- 
telligently and  efficiently  spent. 

(2)  That  the  individual  client  whose  rehabilitation  requires  the 
service  of  a  rehabilitation  center  is  assured  of  getting  it,  and  getting  it 
when  he  needs  it. 

(3)  That  new  techniques  and  new  approaches  to  rehabilitation 
problems  are  developed  as  rapidly  as  newly  gained  knowledge  will  per- 
mit, and  that  these  new  developments  will  be  available  to  all  in  every 
rehabilitation  center. 


BIBLIOGRAPHY 

1.  Ort,   Robert   Cultural  learning  in  rehatiUtation:  University  of  Pittsburgh 

School  of  Social  Work,  Mimeo.     1955. 

2.  Usdane,  William  Vocational  counseling  with  the  severely  disabled:  Archives 

of  Physical  Medicine  and  Rehab. ;  October  1953. 

3.  Whitehouse,  Fred  The  rehabilitation  center — some  aspects  of  a  philosophy: 

Amer.  Journal  of  Occupational  Therapy ;  November-December  1953. 

4.  Whitehouse,  Fred  Vocational  training  in  a  rehabilitation  center:  The  Journal 

of  Rehabilitation;   January-February  1951. 

5.  Hamilton,  Kenneth  Counseling  the  handicapped  in  a  rehabilitation  process: 

The  Ronald  Press,  N.  Y.,  1950. 

6.  Soden,  William  H.  (ed.)  Rehabilitation  of  the  handicapped:  The  Ronald  Press, 

N.  Y.,  1949. 


429536—57 21 


311 


The  Forward  Look 
in   Sound    Planning 


hy  MART  E.    SWITZER 

Director^  Office  of  Vocational  Rehabilitation^  U.  S.  Depart- 
ment of  Healthy  Education^  and  Welfare^  Washington,  D.  G. 


THIS  OPPOETUNITY  to  speak  to  you  on  such  an  important  sub- 
ject— the  future  role  of  rehabilitation  centers  in  our  national  life — is 
one  which  I  welcome,  for  it  is  a  topic  close  to  my  heart  in  this  important 
stage  of  the  development  of  rehabilitation.  I  am  particularly  grateful 
that  we  can  approach  this  subject  against  the  background  of  your  meet- 
ing here,  with  full  appreciation  for  the  problems  you  have  explored 
in  financing,  personnel,  measurement  of  needs  and  understanding  of 
public  relations.  We  are  happy  that  our  Office  of  Vocational  Kehabili- 
tation  could  play  a  part  in  producing  this  Institute,  and  I  offer  my 
thanks  and  gratitude  to  the  Conference  of  Rehabilitation  Centers  and 
the  many  people  who  have  given  their  time  and  their  knowledge  to 
make  this  Institute  stimulating. 


THE  MOUNTING  RESPONSIBILITY 

We  are  in  the  midst  of  a  period  of  great  progress  in  rehabilitation — 
progress  on  a  scale  unmatched  anywhere  in  human  history.  As  the 
interest,  the  support,  the  participation  of  more  people  and  more  com- 
munities flow  into  the  stream  of  rehabilitation  efforts,  you  and  other 
leaders  in  this  field  are  acquiring  more  and  more  responsibility  to 
these  same  communities.  For  all  of  us,  progress  means  not  alone  suc- 
cess in  the  work  we  do  today,  but  mounting  responsibility  for  the  kind 
of  thoughtful  and  f oresighted  planning  so  urgently  needed  for  sound 
rehabilitation  operations  in  the  coming  years.  Someone  once  said  that 
community  leaders  are  those  who  can  mold  the  forces  to  make  to- 
morrow into  today. 

We  cannot  disassociate  these  plans  from  the  changing  world  about 
us,  for  rehabilitation  is  becoming,  and  is  destined  to  be,  a  major  force 
in  shaping  the  attitudes  and  the  actions  of  our  society  with  respect  to 
the  enormous  problem  of  disability. 
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Earlier  this  montli,  in  a  building  in  Washington,  D.  C,  an  immense 
speedometer-like  machine  rolled  up  another  dramatic  milestone  in  the 
growth  of  our  country.  The  huge  device  recorded  an  official  popula- 
tion estimate  of  170  million  Americans.  We  may  expect  a  population 
of  more  than  200  million  within  the  next  18  years — which  means  that 
by  the  time  today's  newborn  child  is  ready  to  graduate  from  high 
school,  we  will  have  another  30  million  people. 


TO  BUILD— BUT  WHERE? 

But  there  are  many  other  considerations  beyond  mere  numbers  of 
people.  Where  people  live  today,  where  the  growth  is  occurring  and  is 
expected,  has  engaged  the  attention  of  municipal.  State  and  national 
planners  alike,  and  should  be  a  matter  of  direct  concern  to  everyone 
planning  the  future  of  a  rehabilitation  center.  The  growth  of  "sub- 
urbia" is  one  of  the  most  striking  phenomena  of  the  last  decade,  and 
this  direction  of  movement  seems  likely  to  continue  for  many  years. 
It  raises  questions  as  to  where  hospitals  and  schools  should  be  built 
and  expanded — and  it  should  raise  the  same  questions  in  rehabilitation 
center  planning. 

Let  me  urge  you,  in  your  reflective  moments,  to  give  thought  to  this 
question  of  location  of  centers,  both  in  your  own  community,  and  in 
terms  of  the  needs  of  your  State  and  your  section  of  the  country.  It 
is  closely  linked  with  the  question  of  what  types  of  centers  will  best 
meet  the  needs  of  the  disabled.  In  many  places  today,  the  most  im- 
portant need  is  for  local  leaders  to  devote  themselves  to  an  objective 
study  of  what  the  community  and  the  geographic  area  need — not  only 
for  today  but  for  the  years  of  growth  and  change  which  lie  immediately 
ahead. 

Of  the  multitude  of  factors  which  are  influencing  the  course  of  re- 
habilitation development,  I  believe  the  most  significant  of  all  is  in  the 
minds  of  the  American  people  themselves.  Jefferson  felt  that  freedom 
for  the  mind  was  the  most  essential  freedom  and  I  believe  the  most 
important  phase  of  any  movement  is  the  search  for  truth  in  men's 
minds  and  the  resulting  right  attitudes  that  form  the  basis  of  action. 


DISABILITY  REDEFINED 

We  live  in  a  nation  which  is  redefining  its  attitudes  toward  disability. 
For  the  first  time  in  the  long  history  of  mankind's  subjection  to  disease 
and  injury,  a  society  has  begun  to  develop  which  refuses  to  accept  the 
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inevitability  of  invalidism  and  uselessness.  More  and  more  disabled 
people  are  demanding  another  cliance — ^and  their  families  and  friends 
are  joining  them  in  a  voice  that  is  heard  more  and  more  throughout 
our  communities.  Those  of  us  who  have  advocated  wider  understand- 
ing of  the  possibilities  inherent  in  rehabilitation  now  find  the  tables 
turned — for  the  demands  upon  our  rehabilitation  resources  today,  in 
both  public  and  voluntary  programs,  amounts  to  a  clamor  which  we 
cannot  satisfy. 

This  is  part  of  the  pattern  of  excitement  and  progress  of  this  age 
in  which  we  live.  We  see  medical  research,  for  example,  so  far  ad- 
vanced, so  broadly  conceived  and  so  well  financed  that  there  is  an  air 
of  expectation  abroad,  a  feeling  that  some  of  the  most  awesome  killers 
and  cripplers  must  soon  yield  to  the  powerful  attack.  It  is  encourag- 
ing to  see,  at  the  same  time,  so  many  rehabilitation  agencies  and 
institutions  across  the  country  raising  their  sights  as  to  what  can  be 
accomplished,  and  digging  into  areas  of  severe  disability  which  were 
dark  continents  of  frustration  even  a  generation  ago. 


THE  TRENDS  IN   REHABILITATION 

For  perspective  in  our  planning,  it  is  important  that  we  all  have  a 
view  of  the  national  developments  which  have  been  a  part  of  the 
growth  of  rehabilitation,  and  what  we  may  foresee  as  the  probable 
direction  of  national  efforts.  This  is  particularly  important  in  light 
of  the  far-reaching  legislation  which  the  Congress  has  enacted  during 
the  past  three  years,  and  the  impact  it  is  having  and  will  exert  for 
many  years. 

We  are  seeing  a  remarkable  expansion  of  the  public  program  of 
vocational  rehabilitation,  in  which  both  the  Federal  and  State  govern- 
ments are  devoting  increasing  amounts  of  public  funds  to  the  task  of 
restoring  disabled  men  and  women  to  useful  and  productive  work. 
In  the  year  which  ended  June  30,  1956,  66,300  disabled  persons  were 
rehabilitated — a  new  record  in  the  history  of  the  public  program. 
We  expect  to  see  this  record  broken  during  the  current  year — and  the 
reports  so  far  from  the  State  agencies  make  it  apparent  that  we  shall. 

This  planned  program  of  growth  has  meaning  beyond  the  Federal- 
State  program  itself — for  the  development  of  vocational  rehabilita- 
tion means,  among  other  things,  an  expanded  source  of  referrals  of 
patients  to  rehabilitation  centers  and  the  financial  means  to  pay  for 
the  center  services  they  must  have.  This  trend  is  quite  apparent 
already,  with  the  number  of  disabled  clients  of  the  State  rehabilita- 
tion agencies  who  are  being  sent  to  rehabilitation  centers  growing 
substantially  every  year. 
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At  the  same  time,  under  other  provisions  of  our  new  rehabilitation 
act,  grants  are  being  made  which  are  helping  in  a  very  material  way 
to  advance  the  growth  of  rehabilitation  centers.  Through  the  special 
project  program,  Y4  research  projects  and  demonstration  programs 
have  been  approved,  totalling  nearly  $3  million,  to  seek  new  knowledge 
and  better  methods  in  rehabilitation.  Some  of  this  work  is  being 
done  in  centers — and  nearly  all  of  it  will  be  reflected  in  greater  success 
among  the  patients  served  in  centers  in  the  coming  years. 

Through  a  grant  program  designed  especially  to  encourage  prompt 
action  to  increase  centers  and  services — the  expansion  grant  pro- 
gram— a  long  list  of  rehabilitation  centers  have  been  aided  in  their 
efforts  to  expand  both  the  size  of  their  facilities  and  the  scope  of  the 
services  they  could  provide  to  the  disabled.  This  program,  which 
terminates  on  June  30  of  this  year,  has  shown  in  dramatic  fashion  the 
tremendous  strides  which  can  be  made  when  encouragement  and 
concrete  assistance  can  be  furnished  to  the  many  communities  which 
are  planning  for  enlargement  of  rehabilitation  services. 

Since  1954  the  Office  of  Vocational  Kehabilitation  has  approved  and 
supported  a  number  of  demonstration  projects,  under  the  special  proj- 
ects section  of  our  act.  These  projects,  despite  their  very  brief  period 
of  operation,  clearly  show  that  with  specialized  services  many  of  our 
most  severely  disabled  people,  including  the  cerebral  palsied,  men- 
tally retarded,  mentally  ill,  epileptics,  the  aged,  and  those  with 
extremely  limited  vision,  can  be  rehabilitated  to  successful  employ- 
ment. Therefore,  the  Office  of  Vocational  Rehabilitation  is  propos- 
ing a  series  of  national  demonstration  projects,  which  will  give  imme- 
diate and  practical  application  to  the  new  knowledge  and  techniques 
gained  in  these  research  projects  and  thus  return  to  gainful  employ- 
ment substantial  numbers  of  these  severely  disabled  people. 


THE  NEHD  FOR  SPECIALIZED  SERVICES 

The  planning,  financing,  and  carrying  out  of  this  national  demonstra- 
tion program  would  be  done  in  cooperation  with  the  State  vocational 
rehabilitation  agencies  and  with  a  variety  of  national  organizations 
and  their  local  affiliates.  Individual  projects  would  be  developed  for 
those  disability  groups  for  which  there  is  a  body  of  knowledge  and 
techniques  that  can  be  applied  successfully  and  would  be  undertaken 
in  those  communities  where  there  is  a  real  community  concern  with  the 
problem  and  an  interest  in  doing  something  constructive  about  it. 
There  is  a  pressing  need  for  the  immediate  provision  of  these  special- 
ized services.  There  are  over  900,000  mentally  retarded  individuals 
who  could  be  made  employable;    there  are  over  150,000  near-blind 
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persons  who  could  have  their  vision  substantially  improved  with  the 
newer  special  optical  aids  and  thus  be  established  in  useful  employ- 
ment ;  at  least  300,000  adults  disabled  by  cerebral  palsy  are  presently 
unemployed,  many  thousands  of  whom  could  be  made  employable. 


TRAINING  IN   REHABILITATION 

One  of  the  most  vitally  important  phases  of  our  entire  approach  to 
expanding  rehabilitation  resources  is  the  program  for  training  increas- 
ing numbers  of  professional  rehabilitation  personnel  to  serve  the  dis- 
abled. There  are  few,  if  any,  rehabilitation  centers  in  this  country 
which  have  not  felt  the  pinch  of  the  recruiting  problem.  Physical 
therapists,  occupational  therapists,  physicians  trained  in  physical 
medicine  and  rehabilitation,  speech  and  hearing  therapists — these  and 
others  of  the  rehabilitation  team  are  in  such  short  supply  that  some 
new  centers  have  had  to  delay  their  openings,  other  have  been  forced 
to  curtail  services.  To  reverse  this  trend  of  scarcity,  grants  are  now 
being  made  to  universities  and  other  teaching  institutions  to  expand 
their  teaching  resources,  with  traineeship  grants  also  available  for  se- 
lected students  pursuing  their  graduate  studies  in  preparation  for  a 
career  in  rehabilitation.  We  are  seeing  results  already,  in  increased 
numbers  of  trained  personnel,  and  we  expect  to  give  our  support  to  the 
strengthening  of  the  training  program  until  the  outlook  for  the  supply 
of  competent  professional  people  is  more  nearly  in  proportion  to  the 
heavy  demand. 


REHABILITATION  AND  OASI   BENEFITS 

As  a  result  of  another  legislative  step  taken  by  the  Congress  last  year, 
we  in  rehabilitation  now  have  a  new  responsibility — one  so  imposing 
in  its  size  and  its  ramifications  that  we  should  all  be  sensitive  to  its 
present  and  future  meanings.  When  the  Congress  enacted  the  Social 
Security  Amendments  of  1956,  they  amended  the  provisions  for  Old- 
Age  and  Survivors  Insurance  benefits,  to  provide  for  cash  payments 
to  covered  workers  aged  50  and  over  who  become  disabled  and  unable 
to  perform  substantial  work.  In  doing  this,  the  Congress  also  stressed 
the  importance  of  rehabilitating  these  disabled  individuals  in  every 
possible  case,  and  called  for  the  referral  of  cases  to  the  State  voca- 
tional rehabilitation  agency.  Provisions  also  were  made  (as  in  the 
case  of  the  earlier  law  for  "freezing"  the  benefits  of  disabled  workers) 
for  the  determinations  of  disability  to  be  made  by  a  State  agency, 
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acting  for  the  Old-Age  and  Survivors  Insurance  System,  with  the 
State  rehabilitation  agencies  indicated  as  the  agency  of  choice.  As 
a  result,  the  State  vocational  rehabilitation  agencies  will  perform  this 
function  in  4Y  of  the  52  States  and  Territories,  with  State  welfare 
agencies  carrying  out  this  work  in  the  others. 

The  Congress  took  another,  and  a  significant  step,  in  this  act,  when 
it  provided  that  cash  payments  may  be  reduced  or  withheld  when 
eligible  disabled  persons  refuse  without  good  cause  to  accept  rehabilita- 
tion services  offered  them.  One  can  scarcely  escape  the  obvious  in- 
tention here  that  the  Congress  expects  that  every  possible  person  have 
the  benefit  of  rehabilitation  and  that  beneficiaries  are  expected  to 
cooperate. 

I  ask  you  to  deliberate  on  this  development  after  you  leave  this 
Institute,  for  it  has  profound  implications  for  every  rehabilitation 
center  and  every  center  planner  in  the  country.  Bear  in  mind  that 
the  majority  of  the  working- age  men  and  women  in  this  country 
who  become  seriously  disabled  at  age  50  or  beyond  will  automatically 
be  presented  for  evalulation  of  their  potentials  for  rehabilitation. 
These  men  and  women  are  severely  disabled,  which  means  that  most 
of  those  who  can  benefit  from  rehabilitation  will  need  the  services  of 
a  center. 


THE  MODERN  CENTER  IS  COMPLEX 

With  impending  changes  of  such  proportions  as  these,  we  need  to 
take  a  searching  look  at  the  capacity  of  our  present  rehabilitation 
centers  to  meet  these  new  responsibilities,  and  at  the  kinds  of  centers, 
their  distribution,  and  their  services  in  the  next  few  years. 

I  believe  we  can  all  agree  at  the  outset  that  we  have  too  few  centers 
and  that  two  primary  problems  are  involved  in  trying  to  improve 
the  situation,  one  being  the  question  of  types  of  centers  and  the  other 
being  their  distribution  geographically  to  meet  needs  more  adequately 
and  economically. 

One  of  the  oldest  and  most  outworn  concepts  in  rehabilitation  center 
planning  is  that  of  the  one-roof  center.  It  never  did  exist  and  it  never 
will.  The  rehabilitation  process  becomes  more  complex  with  each 
passing  year.  It  extends  from  the  moment  of  injury  or  disabling 
illness  to  a  point  of  maximum  physical,  economic,  social,  and  psycho- 
logical adjustment  to  whatever  disability  remains.  If  we  add  to  such 
a  process  the  infinite  variations  arising  out  of  the  unlimited  differ- 
ences in  individuals,  and  the  facts  of  geographical  distribution  of  the 
disabled  people,  the  concept  becomes  completely  untenable. 

If  a  rehabilitation  center  is  not  an  all-inclusive  institution,  then 
what  types  of  centers  for  the  future  are  suggested  by  our  experience  ? 
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RECOGNITION  AND   EVALUATION  OF  NEEDS 

First,  it  would  seem  that  all  centers  will  need  sufficient  breadth  of 
scope  to  recognize  and  evaluate  the  needs  of  the  disabled  person, 
whether  they  are  physical,  economic  or  psychosocial,  or  a  combination 
of  these.  This  means,  among  other  things,  sufficient  staff  of  a  high 
professional  calibre  to  recognize  and  evaluate  the  broad  rehabilita- 
tion needs  of  patients,  at  least  among  those  with  the  major  types  of 
disabling  conditions.  There  is  a  great  difference,  however,  in  under- 
standing needs  and  endeavoring  to  provide  services. 

We  are  seeing,  in  their  developmental  stages,  three  principal  types 
of  rehabilitation  centers  today,  exclusive  of  those  for  the  blind.  It 
may  well  be  that  this  pattern  will  continue  as  the  basic  framework 
for  the  future. 

These  are  the  medical  rehabilitation  center,  the  vocational  rehabili- 
tation center  and  the  community  center.  Each,  it  seems  to  me,  has 
an  extremely  important  role  to  play. 

The  medical  rehabilitation  center  can  meet  the  crucial  test  of  intro- 
ducing rehabilitation  procedures  very  early  in  the  treatment  of  ill- 
ness and  it  can  go  far  to  help  indoctrinate  the  entire  medical  profes- 
sion with  the  philosophy  of  rehabilitation.  Because  the  doctor  is  the 
first  to  see  the  patient — at  a  time  when  the  patient  is  so  painfully 
aware  of  the  physical  disability — ^the  course  and  success  of  the  pa- 
tient's rehabilitation  will  always  be  tremendously  influenced  by  how 
the  doctor  interprets  the  needs  and  possibilities  of  rehabilitation. 
Therefore,  the  job  of  orienting  the  physician  to  rehabilitation  will  con- 
tinue to  be  a  great  challenge  to  leaders  of  the  profession,  to  the  medical 
schools,  and  to  the  medical  rehabilitation  centers  where  doctors  and 
medical  students  may  see  the  rehabilitation  process  set  in  motion.  It 
is  vitally  important  that  such  a  center  have  a  thorough  comprehen- 
sion of  the  other  and  later  phases  of  rehabilitation — that  there  be 
adequate  provision  for  recognizing  psychosocial  and  vocational 
needs — and  that  there  be  built  into  the  operational  system  of  the  med- 
ical rehabilitation  center  well-defined  plans  for  referring  selected  pa- 
tients on  to  other  types  of  centers  on  the  basis  of  individual  needs. 


MORE   HOSPITALS  ADD   PHYSICAL  MEDICINE 

As  the  rehabilitation  concept  spreads  in  medicine,  we  are  seeing  more 
and  more  hospitals  with  physical  medicine  departments,  in  which  the 
initial  stages  of  restoration  are  incorporated  into  the  total  treatment 
regimen  at  an  early  stage.  With  the  prospect  of  continued  growth  in 
the  numbers  of  these  physical  medicine  services,  the  role  of  the  medical 
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rehabilitation  center — as  the  natural  link  between  in-hospital  rehabili- 
tation efforts  and  the  total  rehabilitation  process — become  steadily 
more  important. 


THE  COMPREHENSIVE  CENTER 

A  second  type  of  center,  now  represented  by  only  a  handful  of  centers 
in  this  country,  is  the  vocational  rehabilitation  center.  Here,  the  pri- 
mary focus  is  on  vocational  services  which  may  range  from  vocational 
counselling  through  pre  vocational  work,  job  training,  sheltered  em- 
ployment, and  new  techniques  yet  to  be  invented  as  our  knowledge 
deepens  in  the  vocational  area.  In  such  a  center,  it  is  extremely  im- 
portant that  psychological  and  social  services  be  highly  developed. 
Vocational  guidance  and  job  training  are  prominent  features  of  such 
a  facility  and  call  for  close  identification  with  the  employment  picture 
in  the  community.  The  majority  of  State  vocational  rehabilitation 
agencies  presently  have  need  for  such  a  center,  for  there  is  an  extreme 
scarcity  of  especially  designed  facilities  to  meet  the  job  preparation 
needs  of  disabled  people  served  by  the  public  program.  There  is  a  very 
real  need  for  an  adequate  medical  component  within  such  a  vocational 
rehabilitation  center,  for  there  are  obvious  benefits  to  proper  medical 
supervision  while  the  disabled  person  goes  through  the  exploratory 
stages  of  preparing  himself  for  useful  employment. 


THE   COMMUNITY  CENTER 

For  some  time,  now,  I  have  felt  that  our  traditional  vocational  re- 
habilitation centers  may  be  too  inflexible  in  their  occupational  plan- 
ning. It  is  vitally  important  that  vocational  training  be  responsive 
to  the  job  opportunities  and  needs  of  the  community.  More  than  ever 
before,  centers  need  tlie  counsel  of  forward-looking  employers  and 
experienced  labor  leaders  who  know  what  skills  are  and  will  be  needed. 
We  are  seeing  developed  today  what  most  of  us  call  community 
rehabilitation  centers.  Here  the  picture  of  goals  and  functions  is  less 
uniform  than  in  the  medical  and  the  vocational  types  of  centers.  Com- 
munities have  experimented  with  a  variety  of  facilities,  some  in  an 
effort  to  encompass  the  needs  of  all  their  handicapped  people,  others 
directing  their  attention  to  one  or  more  disability  categories.  The 
impetus  for  providing  more  of  such  community  facilities  has  grown 
remarkably  in  the  last  few  years ;  we  in  the  Office  of  Vocational  Re- 
habilitation have  had  the  privilege  of  conferring  with  many  of  the 
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community  leaders  and  aiding  them  in  developing  their  plans  and 
their  initial  financing.  We  have  been  impressed  with  the  fact  that  a 
community  rehabilitation  center,  among  other  things,  is  a  potent  in- 
strument for  bringing  individual  citizens  into  the  circle  of  rehabilita- 
tion endeavors,  and  translating  words  and  principles  into  an  action 
program  which  every  person  can  readily  understand  and  appreciate. 
It  is  doubtful  that  anyone  may,  at  this  point  in  our  national  develop- 
ment, prescribe  just  what  form  the  development  of  the  community 
rehabilitation  center  will  or  should  take.  Local  interests  and  resources 
are  bound  to  be  reflected  in  each  center,  with  many  variations,  until 
there  has  been  acquired  a  larger  body  of  experience  than  we  have 
now.  But  one  thing  does  seem  obvious :  To  secure  real  benefits  from 
such  a  center,  it  must  be  viewed  in  terms  of  its  place  in  the  total 
spectrum  of  community  rehabilitation  needs.  The  nature  of  the  com- 
munity center  calls  for  a  special  attention  to  analysis  and  evaluation 
of  the  social  needs  of  the  disabled,  in  which  the  total  environmental 
situation  as  well  as  the  disability  itself  may  be  projected  and  incorpo- 
rated into  the  rehabilitation  planning.  Along  with  this  goes  an  equal 
need  for  vocational  counseling.  Particularly  for  the  severely  dis- 
abled, these  elements — sound  social  casework  and  thorough  counseling 
in  vocational  problems  and  plans — are  the  "social  bridges"  between 
the  restorative  work  of  the  center  and  the  community  life  which  the 
patient  will  soon  enter. 


THE  IMPORTANCE  OF  VOLUNTARY  GROUPS 

The  role  of  the  volunteer  worker  assumes  especial  importance  in  con- 
nection with  the  community  center.  In  dozens  of  such  centers  today, 
we  are  seeing  the  whole  range  of  services  widened  through  the  efforts 
of  local  groups  who  express  their  dedication  to  their  disabled  neighbors 
through  volunteer  efforts.  This  is  uniquely  a  resource  of  the  com- 
munity facility  and  we  may  look  to  more  development  of  their  services 
as  the  whole  center  program  expands. 


RECRUITMENT  OF  REHABILITATION  WORKERS 

Let  me  mention  one  responsibility  which  I  believe  is  certain  to  devolve 
more  and  more  upon  community  centers  during  the  next  few  years — 
the  task  of  spurring  recruitment  of  young  people  for  careers  in  re- 
habilitation. It  is  becoming  more  obvious  each  day  that,  to  close  the 
gap  between  supply  and  demand  for  rehabilitation  personnel  will  re- 
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quire  that  we  go  back  to  the  young  person,  still  debating  the  choice  of 
his  or  her  life's  work,  as  the  starting  point  in  our  efforts  to  expand  the 
number  of  trained  professional  personnel.  I  believe  every  rehabili- 
tation center  should  accept,  as  a  part  of  its  mission,  the  task  of  ex- 
plaining to  young  students  the  advantages  and  the  rewards  of  a  career 
in  one  of  the  rehabilitation  specialties.  There  is  already  an  excellent 
booklet,  "Careers  in  Service  to  the  Handicapped"  which  our  Office 
published  jointly  with  the  National  Foundation  for  Infantile  Pa- 
ralysis and  the  National  Society  for  Crippled  Children  and  Adults. 
In  addition,  there  is  an  important  and  quite  active  movement  under 
way  right  now,  generated  and  sponsored  by  the  National  Health 
Council,  to  encourage  more  young  people  to  enter  one  of  the  several 
health  fields.  The  Council's  excellent  publication,  "Health  Careers", 
can  be  used  to  good  advantage  by  rehabilitation  centers  to  aid  recruit- 
ment, particularly  when  there  are  members  of  the  National  Health 
Council  "Careers"  Committee  in  or  near  the  community,  to  offer  per- 
sonal encouragement.  There  are  many  helpful  contacts  which  the 
center  and  its  community  supporters  may  use  to  develop  young 
people's  interest  in  our  rewarding  field  of  work. 


FINANCING  THE  CENTER 

Under  the  amended  Hill-Burton  program,  through  the  provisions  for 
construction  of  rehabilitation  facilities,  we  have  had  the  advantage  of 
a  special  grant-in-aid  program  to  expand  the  number  of  comprehen- 
sive rehabilitation  facilities  in  the  country.  The  results  so  far  have 
fallen  short  of  our  expectations.  The  facilities  approved  for  con- 
struction certainly  add  to  our  total  resources  and  advance  our  rehabili- 
tation efforts  by  that  much — yet  we  still  are  confronted  with  the  basic 
fact  that  we  do  not  have  the  types  of  centers  in  the  places  where  they 
are  so  urgently  needed.  It  is  becoming  more  and  more  apparent  that  it 
is  unrealistic  to  expect  that  the  vocational  training  services  can  be  ex- 
pected to  materialize  within  centers  so  closely  oriented  to  medical 
concepts  and  practice.  This  is  a  fact  of  life  which  I  believe  we  should 
recognize  when  we  consider  future  plans  for  community  rehabilitation 
centers. 


FINANCING  CENTER  OPERATIONS 

Beyond  the  question  of  financing  construction  is  the  equally  important 
task  of  planning  for  adequate  financing  of  operations.  In  the  three 
types  of  centers  just  mentioned,  the  basis  of  financing  has  been — and 
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probably  will  continue  to  be — markedly  different.  There  seems  to  be, 
however,  rather  widespread  agreement  that  trying  to  base  financing 
plans  on  payments  of  fees  by  private  patients  is  unsound  and  has  not 
worked.  The  one  exception,  for  the  present  and  future,  may  be  the 
medical  rehabilitation  center,  because  of  the  emphasis  on  medical 
service  and  because  of  the  relatively  short  time  patients  remain  there. 
Because  of  these  factors,  insurance  programs  such  as  Blue  Cross  and 
Blue  Shield  may  be  expected  to  cover  more  of  the  cost  of  many  of 
the  medical  rehabilitation  services. 

Vocational  rehabilitation  agencies  now  purchase  considerable 
amounts  of  service  of  a  physical  restoration  nature  in  such  centers  and 
this  may  be  expected  to  increase.  More  and  more  I  think  we  shall 
see  welfare  departments  and  insurance  companies  using  medical  reha- 
bilitation centers.  The  medical  rehabilitation  center  must,  therefore, 
estimate  realistically  the  amount  of  income  it  can  expect  from  these 
sources.  On  the  whole,  it  will  be  far  better  to  build  centers  that  can 
be  expanded  according  to  demonstrated  need  than  to  rush  in  and 
build  large  centers  on  vague  or  inaccurate  estimates  of  the  amount  of 
use  that  will  be  made  of  them.  Also,  in  planning  medical  rehabilita- 
tion centers,  it  must  be  recognized  that  there  may  be  other  types  of 
centers  in  the  community,  to  meet  part  of  the  overall  need.  Again 
and  again  we  shall  need  to  emphasize  the  all-important  fact  that  the 
work  to  be  done  by  rehabilitation  centers  in  a  community  must  be  di- 
vided between  the  different  types  of  centers  and  that  there  must  be  a 
new  kind  of  teamwork — teamwork  between  centers. 

Already  in  the  Conference  of  Rehabilitation  Centers  we  have  heard 
demands  for  some  kind  of  certification  or  accreditation  of  centers. 
The  need  for  this  will  rise  as  the  volume  of  work  in  centers  increases. 
Those  responsible  for  spending  money,  either  public  or  private,  in 
centers  cannot  wisely  disburse  these  funds  unless  they  are  assured 
that  the  center  operates  on  acceptable  standards. 

The  Conference  of  Rehabilitation  Centers,  if  its  membership  comes 
to  embrace  all  these  types  of  centers,  may  play  a  very  important  role 
in  development  of  standards  for  the  guidance  of  all  who  operate  or  use 
centers. 

If  we  have  read  correctly  the  reflections  of  our  past  and  present 
experience  with  centers,  we  can  look  to  their  future  with  much  confi- 
dence. They  are  likely  to  become  even  more  important  to  us  as  our 
population  grows  and  our  sensitivity  to  the  needs  of  disabled  people 
increases.  In  few  areas  of  rehabilitation  has  there  been  more  devo- 
tion to  a  cause  or  more  flexibility  in  designing  programs.  Let  us 
hope  that  the  same  breed  of  rehabilitation  directors  and  staff  will  be 
with  us  in  the  future  and  if  they  are,  the  disabled  will  have  reason 
to  be  glad. 

o 
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